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CHAPTER I 
THE PROBLEM 
Introduction 
Geriatric medicine and the rehabilitation of the older disabled 
person have recent~ become the foci of vast programs at many levels of 
national, state and private interest. 
Estimates of the total aging population in the Continental United 
States as of July 1, 1960, show 16,560,000 persons to be 65 years of y y 
age and over. In 1950, this age group numbered 12,194,000. 
Estimates for 1970 point to a population of more than 20 million 
persons aged 65 or over; and b,y the year 2000, the number of persons 
. 3/ 
more than 65 years old is expected to be from 29.5 to 35 million.-
With the increase in total number of older persons and the 
increase in life expectancy have come increases in problems both for 
the older person himself and for the society to which he belongs. 
Present~, persons over 65 years of age suffer disproportionately 
!Ju. S·. DeJ?artment of Commerce, Bureau of the Census, Statistical 
Abstract of the United States, 82nd Edition, Washington, D. C., 
1961. 
2/U. s. Department of Health, Education and Welfare, The Aging 
Fopulation: National Totals, 1959, Fact Sheet No. 1, Washington, D. c., 
March, 1960, pp. 2-3. 
J/Henry D. Sheldon, "The Changing Demographic Profile," Handbook of 
Social Gerontology, Clark Tibbitts, Editor, University of Chicago 
Press, Chicago, 196o, pp. 27-Ql. 
-1-
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from chronic illness and disability. While persons over 65 constitute 
8.8 per cent of the total number of persons in the entire population, 
they form 39.6 per cent of all persons disabled for three months or y 
more. Approximately one-half of all persons over the age of 65 have 
some chronic disease or physical impairment, and the proportion of 
hospital patients 65 and over is more than double their proportion of 
gj 
the total population. 
Current hospital data show over-crowding to be common and personnel 
shortages severe. In hospitals specifically devoted to the care of 
chronic disability and the degenerative dise~ses of aging, personnel 
shortages frequently result in replacement of professional help b.1 
other, less proficient persons. Reporting on the changed roles of 
Jl 
professional medical personnel in the United States, Tibbitts stated: 
"There is wide recognition, among the States, that hundreds 
of previously trained professional and quasi-professional persons 
are having to extend their services to older people, 1vi thout 
having had the benefit of systematic training in the nature of 
the processes of aging, or in the characteristics and specialized 
needs of older people." 
These shortages come at a time when medical science has achieved 
a brilliant record in prolonging life's span; when therapeutic concepts 
for aged patients are changing from the traditional custodial approach 
to dynamic rehabilitation procedures. 
1/Hmvard A. Rusk, "Rehabilitation--An Economic and Social Necessity," 
Rehabilitation Record {March-April, 1961), 2:20. 
g/Ibid., I>· 2. 
J/Clark Tibbitts, 11Needed: More Professionally Trained Personnel," 
Rehabilitation Record {March-April, 1961), 2:30. 
3 
The changes in concepts for the care and treatment of geriatric 
patients suggest that the implementation of a dynamic geriatric reha-
bilitation program requires something more than adequate numbers of 
staff and varieties of services. DWnamic rehabilitation calls particu-
larly for therapeutic attitudes on the part of personnel having to do 
with the care and treatment of the geriatric patient in the hospital, 
in order that the long-range programs of rehabilitation directed toward 
patient, family, and community can be effective. 
Purpose of the Study 
The present study is concerned with the expressed attitudes of 
hospital personnel toward geriatric patients. It will attempt to 
measure these expressed attitudes and relate the measures obtained to 
selected census data of the respondents. It will also attempt to 
empirically verif,r propositions from within the body of psychological 
theory relating to disability and the aged, particularly those propo-
sitions having to do with the categorizing of the older disabled person 
as a devalued member of a minority group. It is a beginning study 
which could develop useful tools and foci for more extensive research 
on other facets of the problem. 
An experimental methodology 1vill b~ developed and tested for its 
effectiveness in determining attitude from expressions of agreement 
with verbal stimuli. The selection of a Likert-type scale as the 
primary method of data collection enables a more diagnostic analysis 
of the subjects' self-reports. This diagnostic analysis allows for 
\I 
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wider ~erspective in the deter.mination of the relationships between 
the variables under observation. 
Selection of the Problem 
It is assumed that an understanding of the nature of people, of 
their fundamental needs, and of the conditi·ons that enable them to 
function as productive individuals is essential to the development and 
implementation of comprehensive care and rehabilitation programs for 
elderly hospital patients. The medical care and rehabilitation of 
older persons require new techniques, new procedures, and personnel 
acquainted with the nature of elderly patients and of the older physical y 
organism. Spokesmen for national health agencies . state that the 
development of new knowledge and skills, better trained rehabilitation 
workers, and more favorable attitudes toward the older individual are 
critical needs in geriatric.programs. 
The design of this study called for measuring the expressed 
attitudes of selected hospital personnel most closely involved in both 
the initial and the continuing care and treatment of the geriatric 
patient. 
Statement of the Problem 
This is a stu~ of expressed attitudes t~fard geriatric patients 
among professional and other personnel groups in selected hospitals; 
and the evaluation of the relations of these attitudes to other 
1/Howard A. Rusk, "Help for the Older Disabled," Georgia Vocational 
Rehabilitation News (January-February, 1961.), 10:5. 
J 
measured attitudes and selected census data of the respondents. 
The investigation is concerned with four specific problems: 
1. To determine the difference in attitudes toward geriatric 
patients between selected groups of hospital personnel whose 
usual occupations are with geriatric patients; and selected 
groups of hospital personnel whose usual occupations are with 
disabled persons other than geriatric patients 
5 
2. To determine the relationship be~feen the attitudes of selected 
groups of hospital personnel toward geriatric patients, and 
their attitudes toward minority group".'members 
3. To dete~ne the relationship between the attitudes of selected 
groups of hospital personnel toward geriatric patients and 
toward disabled persons generally 
4. To determine the relationship of certain socio-cultural 
variables, to the attitudes of selected groups of hospital 
personnel toward geriatric patients. 
Scope and Delimitations 
The populations studied had representation from federal, other 
public-supported, and private hospital units principally concerned with 
the care and treatment of the geriatric patient, and similar represen-
tation from federal, other public-supported, and private hospital units 
principally concerned with patients other than geriatric. The geograph-
ical area was limited to eastern Massachusetts with all institutions 
falling vrithin a 50-mile radius of Boston. The hospital populations 
6 
selected for the study included professional disci~lines and ancillary 
specialized personnel, but did not include patients or any personnel 
not directly concerned 1-Tith the clinical area. Each of the hospital 
populations included graduate nurses, licensed practical nurses,:mursing 
assistants, occupational therapists, physical therapists, social workers, 
and psychologists. y 
The design of this stuQy relied on a Likert-type scale developed 
in the investigation, as a primary data collecting procedure. The use 
of this methodology presented some considerations: 
1. Items selected for the scale have a direct bearing on the 
results. 
2. Every subject responds to every item, so that item analysis 
gives a picture of reaction to the specific attitude being 
measured. 
3. The Likert method permits response sets to influence the score, 
which might lower validity. 
4. A Likert scale has no absolute system of units. 
5. Scores are interpreted on a relative basis. 
Basic Assumptions 
L The older disabled person bas a: unique, personal, and un-
conscious significance, both on self and on the able-bodied 
person; a psychological stimulus which differs with the perceiver. 
1/Rensis Likert, "A Technique for the Measurement of Attitudes,'' 
Archives of Psychology (1932), 14o:53-55· 
2. Expressed opinions of agreement or disagreement on a topic are 
measures of underlying attitude to\~rd the topic. 
7 
3. Attitudes toward any psychological object are influenced by 
selected sociocultural variables, and are usually in conformity 
with those of the cultural groups with which an individual 
identifies. 
4. Attitudes can be measured quantitatively with a suitable 
instrument. 
5. People may reasonably be expected to res.Pond truthfully to 
instruments designed to elicit statements of opinion. 
Hypotheses 
1. There will be significant differences in attitudes toward 
geriatric patients between hospital personnel whose usual 
occupations are with geriatric patients and hospital personnel 
whose usual occupations are with disabled persons other than 
the aged. 
2. There will be significant differences in attitudes toward 
geriatric patients betiveen professional and ancillary hospital 
personnel. 
3. Attitudes of hospital personnel torrard the geriatric patient 
vrill be significantly related to their expressed attitudes 
toward minority group members. 
4. Attitudes of hospital personnel tmvard geriatric patients vrill 
be related to their attitudes tm-re.rd disabled persons generally. 
5. Male hc:>spital :personnel will express less acce:ptant attitudes 
toward the geriatric :patient than female hos:pital :personnel. 
6. Hos:pital]?ersonnel under the age of 35 years will ex:press less 
acce:ptant attitudes toward the geriatric :patient than hos:pital 
:personnel over 35 years of age. 
Definition of Ter.ms 
To avoid the ambiguities met in describing the hos:pital :personnel 
concerned in this study by :position) as o:p:posed to the criteria of 
education and experience) the following designations of :professional 
8 
are acce:pted: the licensed :physician, the registered nurse, the certified 
social worker, the certified psychologist, the registered occupational 
therapist, and the registered :physical therapist. There are no quali-
fications as to length of experience in the particular hosp.i tal in 
which employed, nor educational achievement beyond the basic educational 
program leading to professional registration or certification in the 
specialty. 
The members of the ancillary specialized personnel comprise the 
remaining group in this study. The ancillary specialized personnel 
groups are designated as: the members of the hospital staff classified 
as licensed practical nurses, nursing attendants, therapy aides, and 
other non-professional ho~ital staff whose primary functions relate 
to the treatment program of the hospital through direct treatment 
relations with the patient. This group is designated as "others" 
throughout this study. 
9 
The definition of attitude is adapted from the construct of Remmers 
1/ 
and Gage,- as it is applicable to the measurement of psychological 
experience. Attitude is defined as the degree of positive or negative 
af~ect associated with reaction to a psychological object. 
t 
Opinion vrill describe the verbal expression of an attitude, or the 
symbolization of an attitude used as an index of the attitude. 
Geriatric will describe hospital :Patients age 65 or more. The 
terms elderly and aged will be used synonymously to describe persons 
of age 65 or more, and will be used interchangeably with geriatric when 
describing hospital patients of age 65 or more. 
Physical disability is a condition of physical impairment) having 
an objective aspect that can be described by a physician. 
Prejudice is an adverse or negative attitude trnvard a group of 
people in society, based on preconceived judgments about individuals, 
without just grounds or sufficient knowledge of the facts. 
Sociocultural Variables include the ap:Plicable census data elicited 
from each subject in this study by means of census data, or information 
sheets. 
Rehabilitation is defined as the restoration of a disabled, or 
handicapped, individual to the fullest possible physical, emotional, 
and social function of "Iillich he is capable. 
The Staff Geriatric Attitude Scale is the only instrument to be 
wholly developed in this study, and hereafter is referred to as the 
"S-G-A Scale." 
1/Herman H. :aemmers and Nathaniel L. Gage, Educational Measurement 
and Evaluation, Harper and Brothers, New York, 1955, p. 87. 
10 
Significance of the Problem 
Current psychological research in attitudes toward disability 
groups frequently proposes the existence of a common factor in attitudes y .g) 
toward all disability groups. Wright and others conceptualize 
this as an underprivileged position which is shared b,y all disability 
groups, and which has some problems in common vTi th minority groups. 
This line of theorizing which Wright offered as a generalized formulation 
:J/ !1) 
has been extended to the blind by Cowen and Rusalem. In extending 
21 
the minority concept to the aged, Barron does not perceive the aged 
as a functioning sub-group in modern society, but rather a group who 
frequently utilize minority group reactions, and are themselves stereo-
typed by younger groups ·as minority members. The legislation against 
discrimination that has been enacted in behalf of the aged is also quite 
. §./ 
similar to that enacted for protection of minority groups. 
1/Beatrice Wright, Physical Disability, A Psychological Approach, 
Harper and :Brothers, Nerr York, 1960, p. 13 and ff. 
2/R. G. Barker, Beatrice Wright, L. :Myerson, and Mollie Gonick, 
Adjustment to Physical Handicap and Illness: A Survey of the Social 
Psychology of Physique and Disability, Revised Edition, Bulletin 55, 
Social Science Research Couucil, New York, 1953. 
3/Emery Cowen, et al., "The Development and Testing of an Attitude 
to Blindness Scale, u Journal of Social Psychology- (November, 1958), 
48: 297-304. 
!f./Herbert Rusalem, "The Environmental Supports of Pub~ic. Attitudes 
Toward the Blind," Outlook for the Blind ( 1950), 44: 2~:(:-288. 
2/Milton L. Barron, "Minority Group Characteristics'of the Aged in 
American Society," Journal of Gerontology (October, 1953), 8:477-481. 
11 
The broadened concept of rehabilitation has resulted in much more 
than a mere extension of restoratiYe services for the aged patient. It 
has hastened an awareness, in all agencies involved in rehabilitation, 
of their inherent concern -vrith 11total approach11 programs for our aging 
population. 
A philosophical impetus for the present study is found in the 
Report of the Section on Rehabilitation of the 1961 White House Confer-
Y 
ence on Aging. The writer, as a supervisor in rehabilitation, 
subscribes to this policy statement, which said: 
"Rehabilitation is the only hope for those afflicted with, 
and disabled b,r chronic degenerative conditions until such time 
as specific means are found to prevent and cure them. The 
rehabilitation program must be dynamic and total, designed to 
meet the physical, emotional, social and vocational needs of the 
chronically ill and disabled. --- Geriatric rehabilitation must 
begin with the first professional exposure, and persistently 
continue in the institution or institutions to which the patient 
is subsequently admitted." 
The quality of care, health standards, facilities, and rehabili-
tation programs for geriatric patients bring increased numbers into the 
aging group, and mainta~n them in better physical and emotional health. 
As these improved health services increase in demand, there, is con-
current increase in the demand for the proper selection of personnel 
to effectively provide these services, including registered nurses and 
other nursing personnel,. physical therapists, occupational therapists, 
and rehabilitation counselors. 
In a statement before the U. S. Senata·special Committee on Aging, 
1/White House Conference on Aging, Report of the Section on Rehabilita-
tion, Washington, D. C., 1961. 
12 
the Assistant Secretary of Health, Education and Welfare of the United 
States, Wilbur J. Cohen, cited the need for personnel in the field of 
geriatric rehabilitation: 
"We shall continue our efforts to increase the supply of 
personnel equipped to provide services to our older people. We 
are entirely convinced that this is one of the most effective 
methods we have of preventing physical and psychological breakdown 
in all ages, of restoring the sick and disabled to useful function 
and self-sufficiency." 
Selection of suitable personnel to work with geriatric patients 
implies suitable methods for identification of such personnel. In his y 
stuQy of the role of the psychiatric nurse, Butler developed an 
instrument based on ·Q-Methodology, which he suggested could be used to 
survey the attitudes of new employees in psychiatric nursing service. 
This would form the basis for program development to meet the indi-
vidual needs of new nursing service employees, as indicated by the 
measurement of their pre-employment attitudes. The attitudes perceived 
and expected of the nurse in the nurse-patient relationship are vari-
gj 
ously described as "big-sister, teacher, a giving mother 11 by Sabshin. 
. 11 
The natural interpersonal abilities of the nurse which Wexberg calls 
11common sense therapy" can be applied to all other disciplines involved 
in geriatric rehabilitation. Referring to the requirements of patience, 
i/Herbert W. Butler, The Role of the Psychiatric Nurse, Doctoral 
Dissertation, Boston University, 1959, p. 15. 
g/Melvin Sabshin, "Nurse-Doctor-Patient Relationships in Psychiatry, 11 
American Journal of Nursing (February, 1957), 57:188-192.. . 
1/Leopold E. Wexberg, 11Methods of Modifying Exaggerated Nonaggressive 
Behavior," Part I, Mental Health in Nursing, Theresa G. Muller, Editor, 
Catholic Universit,r of America Press, Washington, D. q., 1949, p. 74. 
13 y 
acceptance and understanding in rehabilitation nursing, Terry points 
out the need for an increase in all three on the part of all nursing 
personnel, particularly those involved in rehabilitation of the aged. 
Speaking of the ease with which neglect of the individuality of the 
g) 
patient occurs in the rehabilitation setting, Lofquist mentions the 
depersonalization of the individual vrhich occurs when he is referred to 
ivith a particular or with an impersonal diagnostic label. He further 
emphasizes that the counselor cannot afford to shirk the recognition of 
the individual, if he wishes the patient to feel understanding and 
acceptance. 
The importance of the role of staff attitudes in the total rehabili-
:J/ 
tation of the patient is summed up in a statement by Hurst: 
uAttitudes, prejudices, intolerances and personal problems 
of the hospital staff are as much a part of the patient's hos-
pital experience and his illness as vrhat goes on in his chest, 
or for that matter what goes on in his personality." y . 
The Federal-State Conference on Aging in 1956 reported a "Bill 
of Objectives for Older People11 • .Among the list of items referring to 
lJFlorence Jones Terry, 11The Nurse's Place in and Responsibility for 
Rehabilitation, 11 Principles and Techniques of Rehabilitation Nursing, 
Deborah M. Jensen, Editor, The c. v. Mosby Company, St. Louis, 1957, 
pp. 69-75· 
g/Lloyd H. Lofquist, Vocational Counselin with the P sical Handi-
capped, Appleton-Century-Crofts Company, New York, 1957, pp. 20 -209. 
lfH. Hurst, Hospital Adjustment and Response to Treatment in Selected 
Disease Entities, Summary of Proceedings, Annual Conference, Cooperative 
Psychological Research, u. s. Veterans Administration, Chicago, 1960, 
p. 10. 
~/Federal-State Conference on Aging, Bill of Objectives for Older 
People, Report, Washington, D. C., 1956. 
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rehabilitation "ivas the satisfaction of the older person's needs for 
freedom, independence, and initiative. Writing on the relationship of y 
the doctor and the geriatric patient, Johnson points up the need for 
the physician to be "sympathetic, sincere, and sensible", in order to 
win the confidence of aged patients, and help them develop healthful 
attitudes. What Johnson describes as of particular importance is the 
use of empathy, rather than sympathy, in dealing with the geriatric 
patient. Patronizing, impatient, evasive or pitying attitudes on the 
part of rehabilitation personnel are instinctively sensed by the 
geriatric patient. These devaluating attitudes serve to impel the 
patient to \vithdraw into his shell. They serve to reinforce the 
secondary gains of geriatric status, and negate the ~hilosophy and 
principles upon which sound rehabilitation practices are based. 
Summary 
The vast rise in rehabilitation programs for the aging in the 
United States, under both public and private auspices, bas resulted in 
focusing attention on the required and expected attitudes of those 
persons most closely connected with the actual care of the geriatric 
patient. 
For purposes of this study, certain professional medical persons 
and members of ancillary specialized personnel were selected from among 
the hospital staff positions described as being most directly concerned 
1JWingate M. Johnson, "The Oldster and His Doctor, 11 Health Aspects of 
Aging, Report of Connnittee on Aging, Council on Medical Service, 
American Medical Association, Chicago, 1958, p. 11. 
·. 
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with continued patient contact. It was felt that the most meaningful 
measurement of attitudes toward geriatric patients would be provided b.1 
these groups. The conceptual framework of this study involved the 
measurement and evaluation of the verbalized attitudes of these hospital 
groups; the correlation of these measured attitudes vTi th census variables 
of the respondents, and the establishment of relationships between the 
measured attitudes and certain propositions from Within the framework 
of social psychology in disability. 
The population sampled was employed in hospitals situated within 
a 50-mile radius of Boston, Massachusetts. Three hospitals, under 
private, other public supported and federal administration, were 
sources of the geriatric-hospital emplqyee population. 
CHAPTER II 
REVIEW OF THE LITERATURE 
Society and the Aged 
This study is primarily concerned "tvi!;;h the attitudes of selected 
hospital personnel toward geriatric patients. Geriatric patients 
constitute a particular part of the larger segment of society commonly 
referred to as 11the aged11 , or 11 senior citizens11 • 
This chapter will examine the literature on aging, both conceptual 
·and empirical, in order to describe the ways in which society perceives 
the aged., particularly the disabled aged. 
Since ho~ital personnel, with whom geriatric patients have contact, 
, reflect soc'iety' s attitudes to the patient, the literature relative to 
both the perceived and recommended attitudes of hospital treatment 
personnel will also be reviewed. 
Empirical studies on attitudes toward the aging will be reported, 
and the use of scaling methods as a technique in attitude measurement 
will be discussed. 
Conceptualizations of the status of the aged in society.-- Socie-
ty's attitudes toward the aged and, more particularly, toward the disabled 
aged are seen as ambivalent qy some authorities; as fixed in stereotypy 
by others; as betraying a prejudicial minorit,y operation ?Y still others. 
All agree, however, that the essential problem is developing a method 
-16-
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vrhereby personal dignity and worth of the aged in society can be 
maintained. y 
In discussing our present social perceptions of the aged, Geld 
writes: 
"At this stage o:f our cultural level, our attitUdes toward 
the aged are a.mbi valent. They swing on our partly emotional, 
part~ rational pendulum from acceptance to rejection, depending 
on whether forces of nature or of culture and tradition are at 
work at the moment. -It behooves us to st;rengthen the forces 
which will lift the aged toward total acceptance. 11 y 
In more emphatic fashion, Havighurst states: uOld age is treated 
differently b,y various societies. Honored in some, rejected in others, 
old age tends to be ignored in America.'! 
Continuing the thread of social devaluation of the individual, 
11 
Kessler notes: 11The traditional attitude toward the crippled and 
disabled in the United States has been one of charity." 
!!! 
Even more intense is the opinion which Simmons offers: 
"The social fates are most uni'ortunate, o:f course, when so 
inany old people are made to feel useless relatively ear~ in life 
and to :find the twilight years empty, lonely and long-lasting; 
the helpless and hopeless period.'' 
1/Solomon Geld, "Reflections on Group Living of the Aged," Jeurnal of 
Rehabilitation (November-December, 196o), 26:20-22, 33-35. 
g/Robert J. Havigburst, "Old Age--An American Problem," Journal o:f 
Gerontology (October, 1949), 4:304. 
]}Henry H. Kessler, Rehabilitation of the P sically Handica ped, 
Columbia University Press, New York, 19 7. 
!!}Leo W. Simmons, "An Anthropologist Views Old Age, 11 in Facing the 
Seventh Decade of Life, pp. 47-51, New· York State Joint Legislative 
Committee on Problems of the Aging, Legislative Document No. 81, 
Albany, 1957. 
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Discussing the problems o~ needs and need-satisfaction of the y 
elderly, a report of the Neiv York State Legislature points out that 
social groupings by age-class result in stereotypy, and, to society, 
the aging person is a stereotype, an order of being grouped in age-
classes in ranks ot diminishing social significance. " •••. its 
j_Society'i/ attitude towards the aging tends to erode the layers of 
personality and finally strips one of all sense of dignity. 11 
gj 
Corey, in the 1952 Annual Report of the Welfare Council of New 
York, phrased the· stereotypy concept thus: 
"In the rejection of a group is the tragedy' of the individual. 
What older people have to give is blanked out in a stereotype. 
Here is wisdom, experience, frequently good health, and skills 
mellowed over a lifetime. Appreciation of the strengths of old 
age is the atmosphere in which the problem of older people can 
be solved. The common concern of all those working together for 
the aged is to bring back the image of the older person as a 
person with his own peculiar requirements and capacities. 11 
. ::J 
Writing on attitudes and the aged, Desmond sees the general 
I>Ublic as being "prisoners of stereotypes" who adhere to 11rigid, 
irrational view·s" with reference to the aged. ''We see a pathetic old 
man, so we say old age is pathetic." Society penalizes all but a few 
for getting older, by failure to recognize the oldster's worth. 
There is considerable organized community concern about the public 
l}New York State Joint Legislative Committee on Problems of the Aging, 
Facing the Seventh Decade of Life, ~., ~p. 61-67. 
g/Jean Wallace Corey, 11A New Way to Tell an Age-Old Story of Old Age," 
Annual Report of the Welfare Council of' New York, Document No. 35, 
Albany_, 1952, pp. 112-116. 
::JThomas C. Desmond, "Prisoners of Prejudice, 11 ibid., p. 1. 
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image of the aging, as evidenced by reports from the meeting held by 
the National Council on Aging in 1961, at New· York. At this meeting, 
ten concurrent workshops were held to consider how national or~nizations y 
can help overcome the stereotypes Which have grown up ·around the aging. 
The effect of widely-held public group stereotypes about aging 
takes place in a "spread" pattern, and has an effect in all ar'eas in 
which the aged person is involved. Particular effects are noted "ri th 
reference to the aged worker and the disabled aged. 
Disability and age.-- Nowhere are the widely-held negative stereo-
types more readily applied than in the area of the disabled aged. 
Disability and age combine to set up segre~ted patterns of service, 
and extreme prejudice tovmrd the aged disabled person frequently becomes 
the pattern of social behavior among those involved in their treatment, 
' gj 
or in provision of essential life services. The New York Legislature 
cited the censure which society presents to the older, disabled person: 
"In a civilization that accentuates the active life, being 
chronically ill is re~rded as a form of subversion. The penalties 
meted out are severe. They range from confinement in a home for 
the aged to placement in the geriatric wards of hospitals. No 
matter hovr homelike the atmosphere, the realization is forced upon 
one that the lifelong struggle to maintain a measure of independence 
had come to naught. One has made the complete circle from the 
annoying dependence of childhood to the galling dependence of 
decrepit old age. 11 
Older worker.-- This social de-emphasis is carried over to the 
1/"Report of National Council on Aging, 11 The Gerontolo~ist (June, 1961), 
1:107. ' 
g/N~T York State Joint Legislative Committee on Problems of the Aging, 
Facing the Seventh Decade of Life, op. cit., p. 67. 
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vocational area in a fashion which Rusalem and Dill describe: "The 
combined impact of age and disability tends to sharply reduce the 
vocational opportunities open to older disabled workers." 
A number of managerial IJWths have grown up about employment of 
gj 
older workers, and t~ese present formidable problems, as Odell points 
out. He sees the :i.niagined difficulties as not so readily defined or 
disposed of as the obvious reality problems. Because, 1-rhile these 
imagined difficulties are real in the sense tbat employers are influenced 
by them, they are actual]¥ unreal because they have little or no basis 
in fact or experience. They are, in a word, prejudices. 
In addition, the obvious changes in physical capacity, employers' 
attitudes, social pressures encouraging -vrithdrawal from the competitive 
market, and reduced self-confidence growing out. of repeated rejections 
all heighten the adjustment problems of these persons. Aging in our 
society requires a reorganization of attitudes and behavior, and is 
generally perceived as moving from a more desirable stage of life to a 
less desirable state, with little or no social support. 
Senescence is a passage from the self-direction and self-sufficiency 
at our mature "peak" to a state of dependency and social impotence. 
Social~stereotypes and the personality of the aged.-- Most psy-
1/Herbert Rusalem and Seymour Dill, "Vocational Rehabilitation of the 
Older Person," Journal of Rehabilitation (November-December, 1961), 27:19. 
g/Charles E. Odell, "The U. S. Department of Labor's Program for Older 
Workers," in Facing the Seventh Decade of Life, pp. 87-92, New York State 
Joint Legislative Committee on Problems of the Aging, Legislative Docu-
ment No. 81, Albany, 1957. 
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chologists agree that our deepest emptional needs are for recogn~tion 
or approval, and for response or affection. Further agreement is found 
on the proposition that there is little decline from childhood to old 
age in the pattern of emotional needs. Concerning need-satisfaction, y 
however, Lavrton points out that there is a great decline in our 
society from childhood to old age, stating: "This is probably the best 
country in the world in "tvhich to live long, but one of the verst in 
vrhich to grow old." 
Present sociai de-emphasis of the ind:i.vid-ual as such results in 
distur.bance of mental equilibrium. The ongoing technical and scientific 
revolution of present times results in an emphasis on the individual as 
a part of the mass; on the authoritarian structure of social organization; 
on conformity to mask insecurity; on regimentation and routinization 
rather than creativity. Society produces frustration, anxiety, and 
insecurity in its aging members, at the time that the detachment and 
disintegration of traditional values isolate them. 
Discussing the influence of social and cultural forces upon the 
gj 
elderly person's behavioral responses, Lenzer mentions such phenomena 
as (1) the difficulty that many people experience in accepting their own 
aging because of the existence of negative social attitudes toward the 
aged~ (2) lack of status and function ~or the old, and (3) the absence 
1/George Lawton, "Meeting the Emotional Needs of Olaer Persons", 
Feelings and Emotions, Martin L. Reymert, Editor, McGravr-Hill Book 
Company, Inc., New York, 1950, pp. 429-439· 
2/Anthony Lenzer, "Sociocultural Influences .on .Adjustment to Aging~" 
Geriatrics (December, 1961),. 16:635· 
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of social mechanisms for facilitating the transition into old age. 
Minority status of the aged.-- While stereotypes about the aged 
in society are the concern of most leaders in the fields of aging, 
increased attention has recently been focused on the relationship of 
aged status to minority status. 
The minority classification of the aged in society is a direct 
outgrmrth of, and reaction to, society's devaluating perceptions of 
its aged citizens, and failure to meet their social-psychological needs. y 
Revielving the needs of older persons, Fremon~-Sm;i.th indicates 
that society's failure in meeting these needs results in the establish-
ment of older people as an underprivileged class in this country, 11a 
group who are suffering from deprivation". He indicts a society which 
gives the right to vote, yet makes older persons feel reject~d; that 
there is no justice for them, they are not wanted, they are not loved. 
This attitude is seen as a serious danger to our social stability and 
to democracy. It leads to forcing oldsters to react ~o that they join 
in groups which tend to deliberately perpetuate their estrangement;--
witness the growing numbers of private living developmen~s for "older 
folks" only. 
Writing on the similarity of response of some aged persons to that 
gj 
of members of minority groups, Whitehouse sees it as justified by an 
YFrank Fremont-Smith, "Frontiers of Aging," op. cit., Document No. 35, 
1952, pp. 6o-62. 
2/Frederick A. Whitehouse, "Rehabilitation and the Life Cycle," Journal 
of Rehabilitation (January-February, 1961), 27:30-32. 
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enforced status and identification. "Society deprecates, tolerates, y 
isolates, and abandons its aged." Continuing on the sociologic 
reasons for increases in hospital admissions of aged persons, the same 
author illustrates society's abandonment of the geriatric patient as 
"abandonment by institutionalization rather than reba.biJ.itation, by 
neglect rather than prevention, by sheltered work rather than inde-
pendent work, and by leaving little function for the aged in our 
y ~ 
society. 11 Not only are the aged ignored by society, but Harris 
accuses labor, management, and community services of making America's 
17 million aged into nsecond class 11 citizens, by their insincerity and 
failure to a~sume their rightful responsibilities toward older persons. 
The process of segregation of older persons, and thus a reinforce~ 
ment o.f their mm concepts of themselves as a group apart in society, 
is frequently carried out, consciously or unconsciously, by the very 
mechanisms which purpo;rt to be alleviating the problems of the aged. 
Speak~ng~ of the proposals for ~ecial rehabilitation centers }jj 
exclusively for geriatric patients, Mead sees such restriction and 
segregation as "artificial and objectionable". An excJ.usivel:y geriatric 
institute is seen as having "a mournful air of decay, as well as high 
1/Ibid.' p. 31. 
g/Ibid. 
J}Frank Harris, ''Older Folk--Second-Class Citizens_," Boston Sunday Globe 
\March 18, 1962), Volume 181, Number 76, p. 37 {Columns 1-8). 
}})Sedgwick Mead, "Rehabilitation of the Geriatric Patient, 11 in The Care 
of the Geriatric Patient, E. V. Cowdry (Editor), The c. v . . Mosby 
Company, St. Louis, 1958, pp. 315-341. 
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morbidity and mortality". Furthermore, the same author asserts that 
segregation converts the aged into more of a minority group, with all y 
the attendant problems of minorities. 
Summing up the patterns of behavior relating to the perception and 
gj 
treatment of the aged in our society, Lenzer selects society's 
rejection of the aging, and the aged person's consequent loss of identity 
as predominant in deter;mining the prevalent minority-type behavioral 
responses in the aged person. 
The attitudes of perpons and social institutions that presently 
make self-expression and adjustment of the older disabled person more 
11 difficult may be summed up in Kessler's descriptive phrase "psyeho-
social prejudice". It is an individual and collective hostility toward 
the crippled, the defor.med, and the disabled, intensified by age. This 
is similar to the attitude of prejudice, borne of reaction to stereo-
types, which is endured by ethnic and religious minorities and limits 
their self-expression and social adjustment in like manner. 
Society and rehabilitation of the aged.-- The carry-over and 
reflection of society's attitudes toward the aged into all fields of 
rehabilitation have increased the concentration of persons responsible 
for program approaches on the essential pr.oblem in aging. The problem 
is to retain a sense of worth in the face of a drop in physical and 
y~., p. 3l5. 
gjop. cit., p. 635. 
lfHenry H. Kessler, Rehabilitation of the Physically Handicapped, 
Columbia University Press, New York, 1947, p. J.8. 
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mental function and performance. The pervading attitudes of devaluation 
and stereot.yping of the aged person in society are cited by many indi-
viduals, from a number of different disciplines and approaches. 
The danger-laden influences of continuously applied labels are that 
they endow agencies which are ever-changing with spurious, static 
character. The potential of the hospital atmosphere in patient improve-
1/ 
ment is seen thus by Shatin: "As long as underlying devaluating at-
titudes toward geriatric patients exist, behavior which devaluates will 
follow in its wake -- even though cloaked in the guise of expediency, 
shielding, and pseudo-sympathy." 
The concepts of rejection and loss of identity have a particular 
significance in any program for geriatric rehabilitation, and more 
particularly for the entire philos~by and belief-system of personnel 
in geriatric rehabilitation programs. Rejection of old age implies that 
the later years cannot be really worth living. People who perceive old 
age in this fashion often fail to see any of the potentialities that do 
exist for enjoyment and satisfaction in later life. Rejection is an 
intense)¥ devaluating attitude, and carried to group levels, would 
completely negate any psychological approaches in geriatric rehabili-
Y 
tation programs, such as Geld suggests: 
"The enhancement of dignity, personal worth, and motivation 
for living --which is achieved through purposeful activity and 
contributes to the physical and mental well-being of the aged--
1/Leo Shatin, hpsychological Motivation of the Geriatric Patient", 
American Archives of Rehabilitation Therapy (December, 1958), 6:35-38. 
gfop. cit., p. 33. 
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also bas meaning for the old person with prolonged disability, if 
it is fortified by a steadfast, programmatic effort toward maximum 
rebabilitation. n y 
Or, as Hood points out, attitude studies on aging disabled persons 
find: "Older persons in every way function at their best if kept 
ambulatory, and as independent as possible, as long as possible. 11 
The implication is that individual worth, not irrational stereo-
typed reaction, must be the basis for sound rehabilitation of the 
geriatric patient. This was highlighted in the report of a Veterans 
- g/ 
Administration Institute on Health-Care Needs of the Elderly Patient. 
The importance of looking at the patient as an individual rather than 
as a stereotype was brought out, and the importance of attitudes in the 
resolution of this problem was continually reiterated. 
Essential attitudes among rehabilitation personnel.-- Throughout 
the literature on the care of aging patients, the emphases on under-
standing and accepting the geriatric patient, and on recognizing the 
potentials for his rehabilitation, are numerous and detailed. De-
scribing the essential relationship between a geriatric patient and 
ll 
his physician, Cowdry states: 110nly in a ;t"ela.tionship of under-
standing and sympathy can the physician nope to be of maximum service." 
1/Hester M. Hood, "International Conference OJ;l Aging," Rehabilitation 
Record {May-June, 1961), 2:16-18. 
g/Veterans Administration, Report of the Institute on Health-Care Needs 
of the Elderg[ Patient, Veterans Administration Center, Kecoughtan, 
Virginia, 19 L 
J./E. v. Cowdry (Editor), The Care of the Geriatric Patient--The Ph~sician 
and the Geriatric Patient, The c. v. Mosby- Company, St. Louis, 195 , p. 17. 
27 
Speaking of the qualities of the pbysi·cian in geriatrics, Cowdry further 
points out that he should have full appreciation of the value of recent 
developments in rehabilitation--"for ma:nj elderly patients, previously 
considered hopeless, can now be returned to a surprising degree of y 
socially useful activity". 
Specifically noting the registered nurse's f'unction with the 
g/ 
geriatric patient, Gubersky stresses that the psychologic aspects 
related to independence, in any and all activities of the care of the 
aged, must not be overlooked. She states :further: 
"It is essential that nurses recognize the need for whatever 
independence the patient may 1dsh to assume, and not only allow 
but encourage him to do for himself, however inadequate it may 
appear. This helps an indi viduaJ. maintain his personal dignity. 11 
She sums up by stating that staff members can assist and guide, 
but, above all, must have an at·Tareness of the significance of personal 
dignity and independence; and be ready to encourage and develop those 
needs to the fullest extent of the patient's capacit,r. 
The emphasis on psychological adjustment of the geriatric patient 
ll 
is indicated by Scullin, in speaking of the occupational therap~st's 
goal in programs for the aged, infirm, and bedridden patient: 
"An occupational therapy program for aged patients will aim 
at easy adjustment in the hospital, emphasizing intramural 
·11!!?12:·' p. 19. 
g/Blanche D. Gubersky, "Geriatric Nursing, n p. 228. (As cited ~n E. v. 
Cowdry (Editor), The Care of the Geriatric Patient--The Physician and 
the Geriatric Patient) 
lfVirginia Scullin, Occupational Therapy Manual, for Personnel, De-
partment of Mental Hygiene, State of New York, Albany, 1956, p. 74. 
satisfactions, and attempting to promote as high a degree, of 
emotional well-being as personnel and material facilities 
permit.n 
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The psychological basis for such occupational therapy progr.rums in 
the rehabilitation of the geriatric patient she states thus: 11Feelings 
of pride and worthwhileness, of being needed, of having a place, and 
contributing to a program in l-Thich many others take part, are the chief y 
factors in the palliative value of occupational therapy." 
This concept of the need of other tllan purely objective techniques 
gj . 
and attitudes in patient-staff interaction is stated Qy Huber, in a 
definition of her nursing goal~ and an account of he~ experiences in 
ivorking with long-term patients: 
"Learning to recognize the patient's problems, to be a good 
listener, learning to establish rapport with the patient, to 
accept h:i.m not just as a patient i-Tith a disease, but as an 
individual with problems, feelings, and fears, and, through this 
knowledge, aiding him to recognize and adjust to his problems." 
The same author selects empathy, understanding~ and sincere interest 
. 3/ 
as the necessar,r attitudes for the nurse in caring for her patient.-
Speaking on the effect of individual attitudes on the worker's 
J;J 
therapeutic efficiency, Barker and Wright point out: 
yrbid., p. 75. 
?-/Jane Huber, "Student Nurses and the Long-Term Patient," Reach 
\January-February, 1961), 9:14-15. 
_2/Ibid.' p. 15. 
!±/Ro@er G. Barker and Beatrice A. Wright, "The Social Psychology of 
Adjustment to Physical Disability," in Psychological Aspects of Physical 
Disability, James F. Garrett, Editor, Rehabilitation Service Series 
No. 210, Department of Health, Education and Welfare, Office of Vo-
cational Rehabilitation, Washington, D. C., 1953, p. 24. 
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"The attitudes of the rehabilitation worker to~vard physical 
disability vrill affect enormously his ability to help the client. 
The highly sensitive minority group member can quickly detect 
covert feelings of pityJ horror and aversion. It is therefore 
important that the rehabilitation vorker be at least fairlY well 
adjusted ivith respect to physical disability. Negative feelings 
must give way to sympathetic understanding." 
!I 
In the same manner, OVerholser emphasizes: 
"The therapist of the aged must be an interested and sympa-
thetic listener. He will know that the greatest psychologic 
problems of the aged are loneliness, and a feeling of not being 
vra.nted, needed, or noticed. Through his own actions, and through 
such modification of the social environment as it is feasible for 
the therapist to effect, he vrill attempt to ameliorate these 
problems." 
gj 
Speaking on the benefits of a patient-centered approach, Terman 
states~ "His ./Jhe geriatric patient 'if morale will be kept up by 
recreation and a kindly, courteou~ and understanding attitude on the 
part of the nursing staff.'' The most satisfactory approach to the aging 
patient is to treat him like a person wlio. is still capable of enjoying 
life -- not like an old, useless~ and decrepit human being. 
Physicians have residual and serious shortcomings in the area of 
freedom from stereotypes, and a need for persistent objectivity, as 
Jl 
pointed out by Whitehorn: 
" •••• The uncertainties and complexities of human nature may 
often be unpleasantly baffling to the physician in practice, 
jJW. Overholser, "Disorders of the Mind and the Nervous System," 
Geriatric Medicine - The Care of the Aging and the Aged (Third Edition), 
E. J. Stieglitz, Editor, J. B. Lippincott Co., Philadelph~a, 1954, p. 773. 
2/Louis A. Terman, "Better Nursing Homes for the Aged, 11 Geriatrics, 
\December, 1961), 16:647-654. 
J/John C. Whitehorn, "The Doctor's Image of Man," New EI?£>land Journal 
of Medicine (August 17, 1961), 265:302. 
30 
creating more aversion than enthusiasm. As medical students, 
physicians have usually been misled, by faulty methods of instruction 
and examination, into an illusory expectation of' certainty in 
., .• 'di 1 kn 1 dg II 
__ v ... ..;me ca mr e e. 
Discussing the lingering 19th century concept of' man as a mere 
]:/ 
machine, the same author states: 
11The medical profession is still near enough to the nineteenth 
century that a considerable attitudinal residue of this professional 
crippling aversion for any psychologic depth of' understanding 
remains. But the need for understanding the bpman factor in illness 
has not disappeared. Human nature is still present, and the im-
portance of' dealing 'With human nature bas in fact increased for the 
medical profession, as it grapples more earnestly now with the 
problems of' chronic illness and rehabilitation •••• ~~ 
Factors hindering geriatric rehabilitation.-- Evaluating the effective-
?) 
ness of' professional care given older people, Goldfarb singles out: 
110ver-protectiveness or over-pessimism are among those misgUided atti-
tudes which have militated from time to time against a reasonable 
approach to maey of' the disorder.s of' older persons." 
iJ 
Williams sees a foremost obstacle to the development of' good 
therapeutic programs for older patients to be the pessimistic attitude 
tovrard the aged among professionals. 
Speaking of' the unkind, cool, disregarding, and even intimidating 
attitude evidenced toward old persons, which act as deterrents to 
g/Alvin I. Goldfarb, "Conflicts of' Older Persons in our. Culture, II in 
Facing the Seventh Decade of Life, pp. 44-46, New York State Joint 
Legislative Committee on Problems of' the Aging, Legislative Document 
No. 81, Albaey, 1957. . . 
1/T. Glyne Williams, "Adjustment Problems of' the Aging," Journal of' 
Rehabilitation (January-February, 1961), 27:24. . 
31 y 
healthf'ul environments, Grayson ~~ points out the need for prevention 
of this situation founded on information from research into the problem. 
He concludes tbat acceptance is the psychological key to all rehabili-
tation. 
In conceptualizing a "moderate push" program. for the geriatric y 
patient, Rudd and Margolin cite the importance of' satisf.ying the 
older patients' psychoeynamic needs, including thos~ for recognition 
and acceptance. These needs they see as being intensified because of 
unthinking attitudes of' other persons which tend to devaluate the 
geriatric patient. 
Ambng the external forces frequently observed to be o:perating in 
Jl 
a dynamic rehabilitation process, Manson notes "the positive atti-
tudes of' rehabilitation vrorkers". 
Speaking on the need far developing a good emotional climate as 
the key to beneficial rehabilitation relationships between professional y 
and patient, Kva.raceus cites a need for rehabilitation personnel to 
center their energies and concerns on the value systems of their 
1/Morris Grayson (Editor), Psychiatric Aspects of Rehabilitation, 
Monograph, Institute of Physical Medicine and Rehabilitation, New York 
Univ~~sity Bellevue Medical Center, New York, 1952, p. 63. 
gjJ. L. Rudd and Reuben J. Margolin, "Basic Concepts in the Rehabili-
tation of Hospitalized Aging Patients, 11 Journal of the American 
Geriatric Society (July, 1960), 8:531-53 • 
J/Morse P. Manson, "The Dynamics of Rehabilitation, 11 Journal of the 
Association of P sical and Mental Rehabilitation (February-March, 
1951 ' :13-15. 
1j/William Kvaraceus, Presentation at Institute on Problems of Children 
vrith Cerebral Palsy, Boston University, Boston, June 10, 196o. 
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charges; on establishing or re-establishing and up-grading the concept 
of self; on developing a sense of achievement and self-direction; on 
continually establishing life goals and ~ur:poses. 
Nation-wide support and recognition of the needs of older :persons, 
and the implicit obligations of society to fulfill these needs as much 
as :possible, a+"e summed u;p by the :principles and :programs of the National y 
Rehabilitation Association in their "tmrk with aged disabled persons: 
"NRA will :promote and encourage :programs designed {a) to make 
appropriate rehabilitation services, including hom.e work and 
sheltered workshop opportunities, available to disabl~d older 
:persons; (b) to develop standards for old age, convalescent, and 
nursing homes which will assure the use by well-trained :personnel 
of rehabilitation techniques in the :provision of services; (c) to 
assure a more effective utilization of the resources of exis~ing 
:public and voluntary reba bili ta. tion agencies in serving the reha-
bilitatipn needs of :physically and mentally impaired :persons." 
What seems to be emerging with regard to the geriatric patient is 
a social conscience. This social conscience, developing under various 
stimuli which are reasonable and humane, has responded with an insistence 
on the individuality of the aged :person; on his right to esteem, respect, 
and restoration to the maximum independence and self-sufficiency :possible. 
Empirical Studies on Attitudes to"ivard the Aging 
A variety of investigations of attitudes toward the aged were 
,!/"National ReQ.a.bilitation Association Statement of Principles and 
'Programs," Journal of Rehabilitation (January-February, 196o), 27:15-16. 
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developed by Tuckman and Lorge. In early studies, the authors 
described the incidence of positive and negative replies to particular 
sets of statements. These statements were designed to reflect stereo-
types about the general personality and inter-personal relationships of 
aged persons • These studies were deficient from the standpoints of 
inadequate measurement techniques, and failure to develop experimental 
evidence. In fact, the statements in both stuey questionnaires are 
merely reflections of the misconceptions and stereot,r.pes about the 
personality and functioning of older persons. Despite their technical 
deficiencies, the studies did indicate that the use of chronologie age 
as a criterion of aging vm.s untenable, if stereotypes and prejudices o. 
about old people were to be broken down. Other studies by these same 
authors reported on the attitudes toward aging of persons with experiences 
4/ 
with the aged,- and on the influence of education and instruction on 
1JJacob Tuckman and. Irving Lorge, "Attitudes Tovrard Old People, 11 Journal 
of Social Psychology {May, 1953), 37:249-260. 
g/Jacob Tuckman and Irving Lorge, '\llien Aging Begins and Stereotypes 
About Agipg," Journal of Gerontolow {October, 1953), 8:489-493· 
l/Jacob Tuckman an~ Irving Lorge, ·~en Does Old Age Begin and a Worker 
Become Old?" Journal of Gerontolog_y: (October, 1953), 8:483-489. 
!!/Jacob Tuckman and Irving Lorge, "Attitude Toward Aging of Individuals 
with Experience with the Aged, 11 Journal of Genetic Psychology,(June, 
1958), 92:199-204. 
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stereotypes about the aging. While the studies differed, the 
instrument used ey the authors remained basically the same, and has 
been frequently questioned, particularly from the standpoint of 
reliability and validity. 
One of the most penetrating analyses was that by Axelrod and 
ll 
Eisdorfer, who investigated the stimulus-group validity of the 
Tuckman·Lorge questionnaire. They administered the 137-item question-
naire on attitudes toward old people to a total of 280 college students. 
Their results indicat~d that only 48 of the items were valid if monoto-
nicity in the expected direction were the criterion for validity. When 
the criterion was a significant rise in (+) rating ey stimulus-group, 
then 96 of the 137 items were valid. y 
Arnhoff. and Lorge sought the opinion of 36 fellows attending a 
gerontology institute. The authors report acceptance of stereotyped 
concepts ey many of these experts,· and a fevr even demonstrated ma.rked 
negative attitudes about aged persons. The authors conclude that our 
youth-oriented culture is responsible far the existence of such stereo-
!/Jacob Tuckman and Irving Lorge, "The Influence of Changed Directions 
on Stereotypes About Aging: Before and After Instructions," Educational 
and Psychological Measurement (Spring, 1954), 14:128-132. 
?)Jacob Tuckman and Irving Lorge, 11The Influence o:f a Course in the 
Psychology of the Adult on Attitudes Toward Old People and Older Workers," 
Journal of Educational Psychology (November, 1952), 43:400-407. 
:J/Seym.our Axelrod and Carl Eisdorfer, "Attitud~s Tovrard Old People: An 
Empirical Analysis of the StimUlus-Group Validity of the Tuckman-Lorge 
Questionnaire," Journal of Gerontolo~ (January, 1961), 16:75-80. 
E}Fr~ N. Arnhoff and Irving Lorge, "Stereotypes About Aging and 
the Aged," School and Society (February 13,. 1960), 88:70-71. 
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typed ideas, and that as long as they continue, treatment will be more 
palliative than ~ositive. 
Using a conceptual framework similar to that of Tuckman and Lorge, y 
Drake investigated the notion that more intimate contacts lead to a 
breakdown of unfavorable attitudes in minority racial and ethnic group 
relations. Findings of Drake's study, concerning the notion that 
reduction in negative feelings follows increased contact, could not be 
carried over to apply to the feelings which college students seemed to 
hold tovrard old people. 
gj 
A study by Wolf, Sacks, and Mason, concerning reactions among 
geriatric patients in response to a research treatment program, indi-
cated that increased positive interest and involvement of rehabilitation 
personnel have clear~ demonstrated therapeutic effects in the observed 
differences between experimental and control groups. 
In another group rehabilitation experiment, which focused on the 
. Jl 
effect of verbal interactions, Pace ~~1., reported that the polar 
emotional overtones of hostile and friendly, as possessed by the inter-
actors, were recognized and responded to b.r patients as well as non-
patients, regard~ess of the specific content of the verbal interactions. 
1/Joseph T. Drake, nsome Factors Influencing Student Attitudes TOVTard 
Older People, 11 Social Forces (March, 1957), 35:266-271. 
g/Irving Wolf, Joseph M. Sacks, and Aaron S. Mason, uA Research Treat-
ment Program for Geriatric Mental Patients,"" Journal.of Gerontology 
(October, 1959), 14:469-472 . 
.J/Robert E. Pace, Robert I. Cutts, and Edward A. Kennard, 11Rehabili-
tation Group Experiment, 11 Report of Research, Veterans Administration 
Hospital, Downey, Illinois, 1954-1955· 
!.1 
Results of a geriatric pilot project, reported by Gordon, con-
cerning the effectiveness of rehabilitation on nursing home patients 
admitted to a hospital, showed the interest of the nurses to be a major 
factor in returning many of these elderly patients to the community. 
In repbrting results of a study of healthy, non-institutionalized 
gj 
veterans of the Spanish-American War, Nichols and Cummins emphasized 
the demonstrated value of reinforcement of the veterans' ego-ideal and 
achievement and emphasis on the continual growth of the veterans, rather 
than on their decline and cont~nued aging as reinforcements of customary 
patterns of adaptation. 
A number of reports on studies of attitudes toward aging, both of 
w 
older persons themselves and of younger persons, were cited by Hood. 
Results showed that persons tend to form their attitudes toward aging 
in terms of physical condition and health, rather than in terms of 
mental components. Sl;l.e also reported that younger people will rate 
older persons low on such factors as activity and potency, but will rate 
them high for understandibility, judgment, and other mental factors. 
Actual test results showed that young persons do discriminate in their 
attitudes and concepts about old age. 
To test the hypothesis that attitudes toward old people are quali-
1/Edward E. Gordon, "Rehabilitation of the Chronically Ill Aged," 
Illinois Medical Journal (June, 1961), 119:368-372. 
g/Margaret R. Nichols and James F. Cummins, "Social Adjustment of 
Spanish-American War Veterans," Geriatrics (December, 1961), 16:641-646. 
dfHester M. Hood, 11International Conference on Aging," Rehabilitation 
R~cord (May-JuneJ 1961), 2:16-18. 
37 
tatively different from those concerning the broader class of "people y 
in general", Golde and Kogan utilized a sentence completion test:..to 
elicit spontaneous expressions of feelings about various aspects of old 
people's lives. Despite the reliability problems inherent in sentence 
completion response coding, the results of this study confirmed the 
hypothesis of differences in belief's and attitudes toward "old people" 
and "people in general". The fact that 6o per cent of their subjects 
were Jewish probably gave a more positive orientation to attitudinal 
sentence completions referring to older persons, and this was noted by 
the authors. 
Using a Likert scale specifically developed £or the purpose, y 
Kogan sampled three classes in introductory psychology courses at 
two universities in Boston, Massachusetts. His scale utilized several 
matched positive and negative pairs of items expressing sentiments 
about old people. Correlates of the measured attitudes "tvere made vrith. 
attitudes toward mentally ill, totally deaf, blind, and crippled per-
sons; also with personality needs and dimensions such as autohomy, 
nurturance, and self-esteem. No clear consistent relationwas obtained 
between authoritarianism, as measured by the F-scale and attitudes 
toward old people. 
1/Peggy Golde and Nathan Kogan, "A Sentence Completion Procedure for 
Assessing Attitudes Toward Old People, 11 Journal of Gerontology (July, 
1959), 14:355-363. . 
g/Nathan Kogan, "Attitudes Tovra.rd Old People; The Development of a 
Scale and an Examination of Correlates, 11 Journal of Abnormal Social 
Psychology (January, 1961), 62:44-54. 
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An evaluation of this hig~ comprehensive investigation suggested 
that further work should c.over a broader array of' minority grou.ps; and 
that a broader measure of' attitudes toward physical disability in 
general be used~ rather than toward the deaf', blind, and "crippled" 
only. In addition, the very term "crippled" seems highly ambiguous 
when used in the same context as the word "blind". 
Scaling Methods in Attitude Measurement 
The use of' Likert-type scales in the measurement of' underlying 
attitudes, through the elicitation of' agreement and disagreement to 
certain verbal opinion statements, bas been cited both to advantage 
and disadvantage. 
Rating scale development.-- The early approach to the measurement 
of' attitudes by means of' a rating scale technique is credited to 
Thurstone. He described his rating scale as '' •••• a new method of 
measuring psychophysical attitudes, based on the functioning similarity 
!.1 
of' attitudes." 
Fundamental to the design of the rating technique is the existence 
of three elements: the judges, the factors to be rated, and the continuum 
on which they will be rated. The design must adequately define all 
three, as well as assure their logical relationships. If not, then only 
invalid and unreliable results can ensue. 
The first Thurstone attitude scales involved use of a great many 
]JL. L. Thurstone and E. J. Cbave, The Measurement of Attitude, Uni-
versity of Chicago Press, Chicago, 1956, pp. 93-95· 
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judges and ratings of' objects on "just discernible" or "equal appearing" 
intervals. ~he definition of' the attitude continuum itself', the need 
for extreme care in the selection of' large numbers of' judges, and the 
labor involved in tabulating and analyzing the great quantities of' 
resulting data, led to further investigation of' simple scaling methods y 
by Thurstone and others. Guttman undertook other scale studies, but 
tended to concentrate more on observ~d percentages and whole numbers, 
rather than on scale measurement itself'. 
Likert scales.-- A less involved method of scaling was developed y 
b,r Likert, who used quite simple ratings. Despite the simplicity of' 
Likert's technique, he obtained practically as good results as Thurstone 
had earlier discovered with his much more cumbersome techniques. 
Essentially, Likert-type attitude scales expect all subjects to 
rate all items. In effect, this procedure makes judges of' the subjects 
themselves, and lll!lkes each item a scale in itself'. This method, while 
simpler, is also more precise, and is usual.J¥ referred to as the "forced-
choice 11 technique. 
The ease o~ administration and scorin~ of' f'orced-~hoice types of' 
scaled instruments are their strong points. The most frequent criticism 
of' such scales is f'rom the standpoint of' the facility with which re-
spondents develop response sets in relation to the scale items. 
1/Louis Guttman, "A Basis for Scaling Qualitative Data, 11 American 
Sociological Review (April, 1944), 9:139-150. 
2/Rensis Likert, '~ Technique f'or the Measurement of' Attitudes," 
Archives of' Psychology (1932), 140:53-55· 
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Response Sets.-- Response sets describe the tendencies ~ersons 
follow in responding to different situations. Response sets are ordi-
narily considered in relation to test item res~onses, particularly in 
connection with forced-choice items in attitude or_o~inion measures. 
. lJ 
Reviewing basic research on response sets, Cottle pointed out,that 
most of the material centers about three different types of sets. The 
first one he terms "acquiescence", or the tendency to respond in one 
direction, such as ~ositively, more frequently than in the o:pposite 
direction. The "reflection of social desirabil:i.ty 11 is another re-
sponse pattern, as is a third, which Cottle refers to as 11 •••• gambling 
versus caution, or speed versus accuracy." 
Explanations of an individual's tendency to develop response sets 
have been described as being the product of undifferentiated learning. 
The result is that the individual develops ~imited perceptions and a 
strong need to censor his own behavior. Thus, the respondent, seeking 
to limit his efforts, tends to dichotomize responses into good or bad, 
black or white, rather than ranging over the continuum of responses. 
Another psychological explanation is that these response sets develop 
as defense mechanisms, which, rather than being sy:mptoms of disturbance, 
actually are the means whereby many individuals can operate within the 
normal behavioral range. It cannot be overlooked that in test-taking 
and attitude scaling, response sets frequently are the result of poor 
1/William C. Cottle, "Response Sets, Education and Research," in 
Selected Papers from the American Catholic Psychological Association 
Meetings of 1966, 1961, Alexander A. Schneider~ and Paul.J. Centi, 
Editors, Fordham University, New York, 1962. 
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test development and administration techniques, and the inherent limi-
tations of certain measurement approaches. In discussing the m.easure-
1/ 
ment of authoritarian attitudes, Messick and Jackson have raised the 
issue regarding the inherent hazards of unidirectional items. The 
authors speculate on the difficulty of determining what a high score 
on a unidimensional scale really signifies. Is it merely related to 
agreement with the item content, or is it "acquiescence11 in operation, 
or is it interaction of the two? 
The question which seems most relevant to any research usage of 
attitude scales concerns the manner in which the results are to be 
applied. In investigations where prediction from scale scores is not 
sought, Likertizing of items in the various scales implies a mathematical 
model involving a connnon factor. The unidimensional scales thus evolved 
have their principal value in attributing characteristics to indivi-
duals and groups of subjects on the basis of their responses to item 
content. The foregoing formed the rationale both for the measurement 
techniques utilized in the present study, and the statistical design 
for the treatment of the obtained data. 
Summary 
Both the descriptive literature and the empirical studies reported 
tend to show that the older person in society is perceived as a 
minority-group member, with status similar to members of ethnic groups 
1/Samuel Messick and Douglas N. Jackson, "The Measurement of Authori-
tar:l.fil.n Attitudes, 11 Educational and Psychological Measurement (Su:tnmer, 
1958)' 18:246. 
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and J?bysical]¥ disabled groups. Implicit is the premise that as 
geriatric populations increase, the problems associated with the non-
accepting attitudes of those who constitute the older persons' society 
will likewise increase. 
Among rehabilitation personnel dealing with the chronic geriatric 
patient in hospita~s, the need for identification, clarification, 
association, and change of a~ non-accepting attitudes they may hold 
becomes of singular importance. The success of hospital programs for 
the geriatric patient will be based on the degree of perception of the 
adequacy of the personality of the patient, and on the extent to which 
a philosophy of the dignity of man is approached by all personnel con-
cerned with patient care. 
CHAPTER III 
RESEARCH PROCEDURE 
Instrument Development 
It was determined that the measurement of the attitudes under 
study' in this investigation could be accomplished by combining 
individual attitude scales, or subscales, into a single, or composite 
instrument. This method of measurement lent itself to ease of 
administration, scoring, and statistical treatment of the individual 
subscales. The random presentation in one booklet, of several items 
~rom dif~erent attitude measures, was also designed to hinder develop-
ment of response set among the subjects. 
Development o~ the composite instrument.-- The general format o~ 
this instrument is a single ~'!Cale of 97 items. Although it is pre-
sented as a single scale, it actually consists of three ty:pes of 
items: 
1. Generalized attitudes toward physical disability 
2. Broad socio-psychological attitudes toward authority and 
minorities 
3. Specific attitudes toward geriatric patients. 
Each item is in the ~orm o~ a statement to which the subject responds 
by circling one of four options: ( 1) Strongly Agree; ( 2) Mildly Agree; 
(3) Mildly Disagree; (4) Strongly Disagree. With the exception of the 
-43-
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meaaure of attitudes toward geriatric patients, the measures of the 
other attitudes have been adapted with modifications, from existing 
instruments. The subscales ivill be described and discussed indivi<;l:ual-
J.y. 
Generalized attitudes toward physical disability.-- Investigation 
of the literature on attitudes toward persons with physical disabili-
ties indicates that one of the ways in which re~ondents to measures 
can be classified is within the attitudinal dimensions of their ac-
ceptance and. rejection of the disabled. Appendix A presents the 
definition of these attitudes. The definitions of these variables 
were written on the basis of literature descriptions, and 19 items 
fitting these descriptions were selected f.rom the scale developed by 
1/ 
Yuker, ~ !,!.,- known as the ATDP Scale. For purposes of the present 
study, the selected items were taken over in their entirety. An arbi-
trary four-point, forced-choice scoring system was used, in line with 
the format for the present composite instrument, and after the system 
gj 
for attitude scaling described b.Y Rundquist and Sletto. Empirical 
support to the use of simple weighting methods is given ey Rundquist Jl y 
and Sletto and Murphy and Likert. Likertizing of items implies 
1/Harold E. Yuker, J. R. Block and William J. Campbell, "A Scale to 
Measure Attitudes Toward Disabled Persons," Human Resour~es Study 
Number 5, Human Resources Foundation, Albertson, New York, 196o. 
g/Edward A. Rundquist and Raymond Sletto, Personality in the De-
pression, Universit.y of Minnesota Press, Minneapolis, 1936. 
j/Ibid.' p. 98. 
!/Gardner Murphy and Rensis Likert, Public Opinion and the Individual, 
Harper and Brothers, Nerr York, 1938, p. 44. 
y 
a single common factor among items, and unidirectional form. 
Since the ATDP presents acceptable reliability and validity 
indices, and inasmuch as each item in such a scale reflects the atti-
tude under investigation, no contraindication to application of the 
present coding method was evident. 
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Reliability of the ATDP was reported as follows: (a) a measure 
of.stability, or test-retest reliability, obtained on a group of 76 
physically normal college students after a four-month period was shown 
to be 0. 70. (b) A second estimate of reliability involving a measure 
of equivalence was obtained. The correlation for 170 college students 
"\'1a.S 0. 78. 
Validity of the ATDP. -- The validity of the ATDP was examined in 
terms of the interrelationships that might be predicted to exist 
between ATDP scores and other measures of behavior. The predictions 
which seemed most applicable to the present investigation were those 
involving amount of contact with disabled persons, the age and sex of 
the respondents, and endorsement of statements according to social 
desirability. Regarding the prediction that scores on the ATDP would 
be positively related to the amount of contact with disabled persons 
(regardless of the negative or positive character of the contact), a 
chi square value of 11.47, significant at the 0.001 level, was ob-
tained, thus confirming the prediction. ATDP scores were found to 
be negatively related to age, vTi th younger than average subjects 
1Jsamuel Messick and Douglas N. Jackson, op. cit., p. 247. 
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obtaining higher (more acceptant) scores. ATDP scores were .found to 
be related to the sex of the individual respondents. Correlation of 
:Y 
ATDP scores on Edwards Social Desirability Scale (SD) led to the 
conclusion that the AT.DP does not measure social desir~bility to any 
appreciable degree. 
SociopslchologicalAttitudes.-- This subscale consists of items 
- gj 
selected from the California F-Scale (combined Form 4o-45) and from 
the Minority (M) and Patriotism (P) subscales of the California 
:J/ 
Ethnocentrism (E) Scale. 
1. The F-Scale was designed to yield a measure of rigorous attach-
ment to conventional middle-class values, and acceptance of 
authority. People who score high on this scale are described 
as being strongly inclined to dichotomize people into distinct 
opposites, as part of a generalized characteristic of intoler-
ance of ambiguity. 
From this scale 21 items were chosen on the basis of high 
discriminating power and applicability in the present inves-
tigation. The coefficient of reliability for the F-Scale is y 
reported at 0.90. 
1fT. Bent:Ley Edwards and Alan B. Wilson, "The Development of Scales 
of Attitudinal Dimensions," Journal of Experimental Education 
(September, 1959), 28:3-36. 
gjT. W. Adorno, Else Frenkel-Brunswick, Daniel J. Levinson and R. 
Nevitt Sanford, The Authoritarian. Personality, Harper and Brothers, 
New York, 1950. 
J/Ibid. ' p. J.05. 
!!/Ibid.' p. 257. 
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2. The Minority Subscale (M) is a measure of attitudes toward 
minority groups in general. It includes ethnic, moral, and 
organized American groups. Nine i terns were chosen for in-
elusion in the present stu~, on the basis of discriminating 
power and applicability to the present sample. The wording 
of certain of the items was slightly changed to make them 
more appropriate for present use in the geographical area 
under stuey. The coefficient of reliability :for the Minority 
Subscale is reported at 0.82. y 
3. The Patriotism Subscale (P) contains items dealing with 
blind attachment to national cultural values, and rejection 
of other nations as outgroups. Six items were chosen from 
this scale for inclusion in the composite instrument. The 
reliability of the Patriotism subscale is reported at o.8o. 
The 15 items selected from the M and P Scales were clustered 
for descriptive and statistical purposes under the heading 
··: • ./!An:tii-Minority {.AM) Subscale11 • In the :presentation of the 
data, this clustering is signified by the letters AM, sig-
nif,ring the category of anti-minority attitude response. 
4. The Staff Geriatric Attitude Scale (S-G-A) was developed 
specifically :for use in this study. It is the instrument 
of primary focus among the subscales utilized. An instrument 
1/Ibid. ' p. 106. 
g/Ibid. ' p. 108. 
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was needed that would reliably measure verbalized attitudes 
toward geriatric patients. The instrument would be brie~ and 
would be applicable for use with professional and other hospital 
~ersonnel; both those working with geriatric patients and those 
working with patients other than geriatric. y gj ll 
The scales of Tuckman and Lorge, Golde and Kogan, and Kogan did 
' 
not seem particularly suited to the purposes of this study. They did, 
however, serve~ as guides and relevant sources from which some items 
were drawn. 
Development of the S-G-A Scale 
Rationale for the use of the S-G-A Scale.-- If a single attitude 
or perception is involved, an attitude scale could be devised using 
normative data and one of the several methods for item compari-!J/,2f,§/ 
son. Such scales require that the elements which go toward 
making up the attitude under investigation be of the same conceptual 
11 
realm . 
.;h/"Attitudes Toward Old People, 11 op. cit., pp. 249-260. 
glop. cit., pp. 355-363. 
l)ep. cit.,, pp. 44-54. 
!t/Rensis Likert, "A Technique for the 14easurement of Attitudes," 
Archives of Psychology (1932), 140:53-55. 
5/Le-vris L. Thurstone, "The Measurement of Attitudes, 11 American 
Journal of Sociology (1928), 334:530-536. 
§/Allen L. Edvrards, Techniques of Attitude Scale Construction, 
Appleton-Century-Crofts, Inc., New York, 1957. 
1./Ibid., pp. 9-11. 
It~ selection.-- The selection of items, the writing of items, 
and the establishment of categories of items according to reflected 
attitude tovmrd geriatric patients, were primary to the establiphment 
of the final validity and reliability of the S-G-A Scale, and this 
study as a whole. 
The descriptive and empirical literature on attitudes toward 
aging in societ,y, as well as that on attitudes toward physical dis-
ability, was generally reviewed. Based on this review, a pool of 
statements believed to express attitudes of acceptance and rejection 
of geriatric pat:j;ents ivas gathered. Guides for the selection of items 
from descriptive literature vrere the dimensions of acceptance and 
rejection as defined in Appendix A. Some items which were potentially 
adaptable for this study vrere taken over from the scale of Kogan, ~ al., 
or adapted through rewording from other scales purporting to measure 
attitudes of acceptance itovrard specific types of disability or toward 
gj 
disabled persons. The scales of Cowen, et ~., were particularly 
fruitful in furnishing attitudinal items w'hich lent themselves to 
minimal rewording for application to geriatric patients. 
A pool of 187 statements from all sources was eventually selected, 
vrhich seemed to be most relevant to the measurement of attitudes toward 
geriatric patients within the framework of this study. These statements 
Qop. cit., pp. 44-54. 
g/Em.ory L. Cowen, Rita P. Underberg, Ronald T. Verrillo and Frank G. 
Benham, Adjustment to Visual Disabilit~ in Adolescence, .American 
Foundation for the Blind; Nevr York, 19 1. 
11 
50 
were modified through slight rewording, where necessary, for purposes 
of readability and clarification. The statements were put in tentative 
final form according to the criteria described ey Edwards and y gj 
Kilpatrick, and Edwards and Wilson, for the development of attitude 
scales and writing of attitude scale items. 
Test for reflection of attitude.-- In order to establish empirically 
that the ~ool of items did actually reflect an attitude toward geriatric 
patients; a judging procedure was emplqyed. The entire :pool of state-
ments was submitted to ·eight judges, all :professionals in their fields. 
The judges includ~d a director of nursing education research, a chief 
of physical therapy, a supervisor of public rehabilitation services, a 
clinical instructor in rehabilitation nursing, a clinical instructor in 
:physical therapy in a geriatric hospital, a supervisor in social case-
ivork, a rehabilitation counselor, and a counseling :psychologist. 
The judges vrere asked to indicate whether acceptance of a given 
statement reflected a positive or negative attitude to geriatric :pa-
tients ey a hospital staff member. Directions to the judges made 
:provision for a response of "undecided", if the judge felt that a 
directio!l8.1 judgment could not be made. Appendix B of this study 
presents the instructions to judges for this rating endeavor. 
1JAllen L. Edwards and F. P. Kilpatric;k., "A Technique for. the Cons-
tructiGm of Attitude Scale," Journal of Applied Psychology (August, 
1948), 32:374-384. 
g/T. Bentley Edwards and Alan B. Wilson, "The Development o.f Scales 
of Attitudinal Dimensions," Journal of Experimental Education 
(September, 1959), 28:3-36. 
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Item relevance.-- Inasmuch as the indication of the direction of 
items in the judging procedure was not felt to be sufficient indication 
of the relevance of the item, the judges vrere also asked to indicate 
the extenr!t to which they agreed with each item. The rationale for this 
second step was based on the need to differentiate and eliminate items 
which might be accepted as factual rather than attitudinal. Directions 
to the judges were exactly the same as those to other subjects in the 
ensuing trial administration. 
Criteria for retention of' items.-- On the basis of the judging 
procedure, 77 items were able to be identified for which there was 
100 per cent agreement among the judges vrith respect to direction. All 
other items were discarded which were rated as "undecidedn, or for which 
ther~ was not complete agreement by the judges. 
Further development of the scale.-- The 77 items were next given 
in group administration to three classes in physical therapy, nursing, 
and rehabilitation counselor training at Boston University, Boston, 
Massachuset~s, and to ~vo groups of nurging assistant trainees at a 
1000-bed Veterans Administration Hospital located within 25 miles of 
Boston, Massachusetts. Basis for the selection of the trial groups, 
other than the group of original judges, was that these were among the 
principal areas of occupational preparation and training of the final 
population sample of this study. To~al subjects for all trial adminis-
tration numberedOI02. 
Consistent vrith the format of the final S-G-A 'scale, four response 
options ivere provided as follows: (1) strongly agree, (2) mildly agree, 
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(3) mildly disagree, and (4) strongly disagree. These options were 
arbitrarily coded one through ~our respectively ~or the negative items, 
and the reverse ~or positive items. This results in establishing a 
more positive attitude toward the geriatric patient, the higher the 
score obtained. In addition, anonymity was assured each respondent in 
this traal, as it was on the final administration. 
Assuring anonymity is standard practice in attitude testing, on 
the theory that anonymous individuals 1vill feel ~ree to express them-
Y 
selves more ~rankly, and that response set tendencies may be lowered 
by the' diminution o~ anxiety in the subjects. Appendix C presents the 
directions to trial groups. 
On the basis o~ the responses o~ the trial administration sample, 
an item analysis based on the use o~ the Phi coe~ficient o~ correlation 
was carried out on all items. The formula ~or the computation of the 
Pu - Pl 
Phi est:tniate is: Phi = where Pu is the proportion o~ the upper 
2 pq 
criterion group that responds in same specified manner to a measure. 
Another equation of' the Phi coefficient is: Phi =W The use 
of the Phi coefficient is indicated as an estimate of correlation vdth 
a continuous and normally distributed variable that may be dichotomized 
in two categories. In the present study the dichotomy is one between 
.. 
ltagrees essentially"' and "disagrees". 
In the present study the use of the Phi coefficient is preferred 
to F~nagan 1 s "n", on the basis that Flanagan 1 s "r" requires a large 
1/Donald c. Pelz, "The Influence of Anonymity on Expressed Attitudes~" 
Human Organization (Sunnner, 1959), 18:88-91. 
!I 
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numbers of cases, preferably more than 300. 
One objection to the use of a Phi estimate of correlation is that 
it underestimates a Pearsonian correlation, particularly with a non-
fifty-fifty dichotomy. This objection is not felt to be tenable in the 
present item analysis, since on~ relative validity coefficients are 
desired, and a fifty-fifty dichotomy may be validly applied. It is 
recognized that the Phi coefficient is more conservative than the 
tetrachoric in this investigation. 
Final selection of items.-- The Phi coefficient computed as 
necessary for retention of an individual item was 0.19 at the 0.05 
level of significance. Using the formula for Phi, item-test corre-
lations were carried out for all 77 items. 
Item-test (Phi coefficients) correlations were found to range 
from 0.02 to 0.50. The items were then selected for inclusion in the 
final scale which had Phi coefficients greater than 0.194, computed. 
The total number of items retained for inclusion in the geriatric · 
attitude subscale was 43. Of the items retained, seven had been judged 
to reflect positive attitudes tovrard geriatric patients as presented; 
while 36 reflected negative attitudes. 
Appendix D presents the final 43-item S-G-A Scale, the direction 
of keying, and the discriminating power (item-whole correlation) for. 
each i tern, as well as the ordinal I>OSi tion of the item in th~ final 
master instrument of this study. 
1/J. P. Guilford, Fundamental Statistics in Psychology and Education, 
McGraw-Hill Book Company, New· York, 1942, p. 296. 
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Validity 
The only psychological instrument which was lvholly constructed in 
this study was called the S-G-A Scale. It was presented as a subscale 
in the larger master-test, and its single purpose was to measure acceptant · 
attitudes toward geriatric patients, as they were verbalized by groups of 
profess~onal and ancillary personnel in selected hospitals. 
An examination of the development of the S-G-A Scale presents the 
methods which contributed to the validity of the instrument. 
1. Systematic and attentive item structure. Statements in the 
scale were written to emphasize conceptual clarity in each item. 
The wording and grammatical structure 1-rere developed with the 
intellectual levels of the final subject populations in mind. 
Attention to the underlying attitudinal concept and social 
desirability of each individual statement were rigidly sought. 
2. The judges lvere selected because their high degree of profession-
alization, experience, and scientific interest demonstrated that 
they vrere best qualified to render decisions in the evaluation 
being carried out. 
3. The tests performed on the items were designed to invest the 
S-G-A Scale lvi th statements vrhich adequately and logically 
sami>led the factor underlying the scale. Additionally, each 
item was empirically derived on the basis of its difficulty 
and discrimination effectiveness. The corroborative evidence 
from the use of the Phi coefficient in item analysis contributed 
to the content validity of the S-G-A Scale. Since the final 
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scale was to be applied with hospital personnel" expert judges 
and trial administration Ss -vrere chosen from this population, 
and also from academic preparatory areas leading direct~ to 
membership in this population. 
Reliability 
The S-G-A Scale consisted of 43 items, 36 of which -vrere evaluated 
to express negative, or non-accepting, attitudes toward the geriatric 
patient, and seven expressed positive, or acceptant, attitudes toward 
these patients. 
Prior to using the S-G-A Scale in the data gathering phase of the 
study, it was desirable to resolve the consistency \vith which it 
measured the· subjects' verbalized attitudes toward geriatric patients. y y 
The procedure used. by Covren, et al., Yuker, et al., and as Jl -- --
described by Edwards was employed. This was the determination of 
the consistency of scores of the same subjects at different times, or 
a test~retest method of estimating and describing the reliability of 
the S-G-A Scale. 
To reduce sources of error variance, or chance errors of measurement 
as much as possible, it was desirable to utilize a subject group that 
was fairly homogeneous in status with that of the final population of 
1/"The Development and Testing of an Attitude to Blindness Scale," 
op. cit., pp. 297-304. 
2/"A Scale to Measure Attitudes Tovrard Disabled Persons," OJ2· cit •. , pp. 2 and ff. 
]./Op. cit., p. 49 
the study. In addition, to preclude interference with consistency of 
verbalized attitudes, it was important that the subject group for the 
reliability study be free from clinical experience with geriatric 
patients, or courses in psychological testing in the period between 
test and retest. 
Forty-four senior (second-semester) :physical therapy students from 
an Eastern Massachusetts universit,y met the criteria. It was determined 
from pupil records that the hospital affiliations and psychology course 
work of the selected students had been completed. 
Since these students had experienced the same curriculum, the same 
instructors and hospital affiliations, and vre~e of the same sex and 
similar age, a high degree of homogeneity \vithin the group was indicated. 
The instructions for the administration of the S-G-A Scale to these 
subjects are the same as those f'or the original panel of expert judges 
and are presented in Appendix C. 
The 44 students in two groups of 21 and 23 responded to the 43 
statements of the S-G-A Scale. One month later, these same groups 
repeated the procedure, under similar environmental conditions, and 
follovring the same directions. 
The period between the first application of the S-G-A Scale and 
the re-test procedure was fixed at one month. To restrict the role of 
memory in developing responses to repeated tests, it is desirable to 
extend the time be~v-een tests. Hovrever, it is recognized that inter-
vening experiences, both academic and clinical, may subtly change the 
attitudes of individuals or groups of persons over a given period of 
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time. The one-month interval betvreen tests was determined as being the 
least risk-laden, 1vith res:Pect to time as a factor in attitude change 
among the selected subjects of the reliability determination. 
The estimate of reliability, expressed as a coefficient of stability, y 
was calculated by means of the Spearman rank method of correlation, 
using the scores from each test administration. This method emphasizes 
the fact that the coefficient of correlation depends on the relative 
ranking of the testee in each test, rather than on the absolute size of 
obtained scores. 
This method assumes that the basic attitude being tested does not 
vary significantly over time, and that any vari~tions in performance are 
a consequence of error in the measuring instrument. 
Correlations between the results of the first and second adminis-
trations of the S-G-A Scale for each of the 44 physical therapy students 
were calculated, using the S:Pearman rank method. 
Statistics of the reliability stuay.-- Each statement in the scale 
received a score from one to four. The total scores on both administra-
tions of the 43-statement S-G-A Scale were computed and recorded for 
each subject. Subjects were ranked first on the basis of their total 
score on the first administration of the scale, then ranked again on 
the basis of the second administration. In the event of ties, ranks 
were split. The difference in ranks between test one and test tvro vras 
computed for each subject. These differences betvreen ranks were then 
yw. Allen Wallis and Harry v. Roberts, Statistics: A New Approach, The 
Free Press, Glencoe, Illinois, 1956, pp. 603-604 .. · 
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squared for each subject~ and the sum of the squares of the differences 
in ranks was found. 
The for.mula for the estimation of the coefficient of correlation 
6sum n2 
found by the Spearman rank method is {J = 1 - N(N"2-l) where p (rho) 
is t~e symbol for the coefficient of correlat~on. The value for ~ 
(rho) in the application of the formula was determined at 0.81. 
Additional reliability procedures.-- To £urther evaluate the relia-
bility of the S-G-A Scale, which was determi.ned asro (rho) = 0.81 
with a group of female senior physical therapy students, a second trial 
administration of the S-G-A Scale was made. This application duplicated 
the £irst reliability study with respect to manner and method of test 
administration, scoring, utilization of test-retest method of determining 
stability, length of time between tests, and in specific directions to 
subjects. These were major differences between the populations of the 
reliability studies in terms of age, sex, educational level, and occupa-
tional choice. 
Characteristics of the second trial administration population.--
The subjects for the further determination of reliability of the S-G-A 
Scale were found in three evening classes in psychology of adjustment 
at University College, Northeastern University, Boston, Massachusetts. 
These subjects totalled 60 persons. All were males, employed in 
industrial and technical areas, were generally over the age of 25 (but 
under 35), and -vrere pursuing undergraduate degrees on a part-time basis 
after working hours. 
Statistics of the second reliability estimate.-- The same procedures 
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as described for the first reliabilit.y determination were followed 
"tvithout departure f'rom format, including the,•computation of scores, 
ranks, squared rank differences, and the sums of the squared rank 
differences. 
Correlations between the results of the first and second adminis-
trations of the S-G-A Scale for each of the 60 evening college students 
were calculated, using the Spearman rank method. 
The value :f'or r::> (rho), in the application of the Spearman rank 
method formula, "tvas calculated at 0.83. 
The correlations of 0.81 and 0.83, determined on two separate 
J?Opulations, were of the same magnitude for pUJ:"Poses of estimating the 
reliability of the S-G-A Scale in terms of its stability. The estimates 
were considered adequate, in view of ftjle homogeneity of each of the 
populations tested and the length of the test. 
Population Sampled 
The three hospitals selected for the study in the geriatric 
e~erimental group were a 1000-bed Veterans Administration Hospital 
having three geriatric units, numbering 200 beds; a 350-bed private 
hospital entire~ populated ~ patients classed as geriatric; and a 
700-bed public-supported hospital, in which geriatric patients number 
in excess of 75 per cent' of the average dai~ patient load. 
Forty professional personnel and forty non-professional personnel 
"tvere selected from each of these three hospitals. Subjects were 
selected by a stratified random sampling from the professional and 
6o 
ancillary disciplines within each of the hospitals. No physicians were 
included. in any of the samples. No attempt was made to limit the sub-
jects b.y position in an occupational hierarchy. The sole basis for 
selection was that subjects w~re involved primarilf in direct service 
to geriatric patients. There was representation of all hospital shifts 
and the various direct patient-care services vrithin the hoSPital. 
Within the professional services, subjects includ.ed registered nurses, 
registered p~sical therapists, registered. occupational therapists, 
registered corrective therapists, psychologists, and social workers. 
Among the ancillary services, subjects included. licensed. practical 
nurses, occupational and physical therapy aid.es, nursing aides ana. 
nursing assistants. · 
Forty professionals ana. forty "others 11 in each hospital made a 
total of 24o individual responses to the master instrument from the 
three hospitals involved in care ana. treatment of the geriatric patient. 
A control sample totalling 240 subjects, a.escribea. ana. selected. 
in a similar manner to the eX)?er:imental sample, was chosen from among 
' three hospitals defined. as having to a.o principallf with the care and 
treatment of'non-geriatric patients. The hoSPitals included. a 500-bea. 
Federally controlled hospital, a 350-bed private general hospital, ana. 
another 700-bea. public-supported hospital. All disciplines among the 
professionals (other than physicians) were represented, as ~ell as all 
shifts ana. levels of supervision, as idth the eX)?er:imental sample. The 
same selection procedure held true for the ancillary, o~ "others" 
category. 
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Collecting and Processing Data 
Collecting the data.-- The S-G-A Scale was used to measure the 
verbalized attitudes of the subjects tovrard geriatric patients. The 
other three subscales of the composite instrument were used to measure 
authoritarian and minority attitudes of the subjects, as well as their 
attitudes toward disabled persons in general. The positions of items 
within the final instrument were assigned on a random basis. 
y 
Instructions far the master instrument asked for expression of the 
extent of the subjects 1 agreement with the statements presented. .No 
inference was made as to right or wrong answers. Subjects were assured 
of anonymity. No connotation as to the nature of the instrument was 
furnished b.1 the directions, other than by reference to it as a general 
opinionnaire. 
In the only verbal directions connected with the administration of 
the test booklet, respondents were requested to indicate their sex and 
age range in the upper right hand earner of the final page of the test 
booklet. Instructions for the insertion of this information were given 
at the conclusion of the scale administration, after all respondents 
had indicated completion of the instrument. Instructions to subjects, 
relative to the method of inserting age and sex data, were provided by 
test administrators assigned for each hospital utilized in this study. 
The time for completion of the test booklet varied from 15 to 40 
minutes, with most subjects requiring one-half hour. The testing vras 
1Jsee Appendix E for detailed instructions to subjects and final form 
of composite scale. 
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carried out with groups of subjects ordinari~ being tested together at 
the same time. The :principal investigator and three othe:r test adminis-
trators conducted all tests, following the same instructions. 
The test booklet contained adequate, clear, and concise instructions 
' to subjects, thus making the instrument essentia~ self-administering. 
All subjects selected for the study completed the test booklet. All 
results were tallied on "'vork sheets to facilitate statistical treatment 
of the data. 
Processing of data.-- Twelve groups furnished the data for this 
'study. These were six professional and non-professional groups of 
hospital personnel involved in the care and treatment of geriatric 
patients among three different types of hospitals. Six control samples 
of equal size, distribution, and representation vrere selected from among 
professional and non-professional personnel groups in three similar 
hospitals having to do vii th the care and treatment of non-geriatric 
patients. 
The co~osite scale was a 97-item instrument, comprised of four 
subscales. The subscales of this instrument yielded scores on four 
categories of verbalized attitudes. One category was attitude tmrard 
geria~ric patients; the "S-G-A" subscale. Measurement of this attitude 
was ar'.pr:imary aim of this study. The subscale f'or measurement of attitude 
toward geriatric patients was comprised of 43 items, designed to measure 
acceptance or rejection of the geriatric patient. A second subscale 
measured an attitude categor,r perceived as attitude tmrard disabled 
persons in general. This subscale included 18 items designed to elicit 
expressions of' agreement or disagreement 1-rith certain statements about 
disabled people in general. A third subscale, comprising 21 items, was 
de:fined as measuring attitudes toward authority a,nd power. The final 
subscale wa~ composed of' 15 items described as measuring attitudes 
toward minorities, out-groups, and national values in general, rather 
than toward specific minorit.r and ethnic groups. 
The hypotheses to be tested indicated relationships among the 
attitudes of' hospital personnel toward geriatric patients, and their 
attitudes to disabled persons in general and to minority groups. 
Relationships within each major group of subjects, with respect to age, 
sex, extent of contact with geriatric patients, and degree of profession-
.· 
alization, were also hypothesized. 
The completed composite scale yielded scores on each subscale, as 
well as data on age and sex for each respondent. Scores on each sub-
scale were averaged to obtain mean scores :for each major group for each 
of the hospital populations in the study. ·Analyses of' variance of 
scores on the 8-G-A geriatric subscale :fpr each of' the major groups 
among the hospital populations are designed to answer hypotheses one 
and t\vo. 
Further processing of the data, using analysis of variance tech-
niques to treat scores on the minority subscales, tested hypothesis 
three: Attitudes of hospital personnel toward the geriatric patient 
vrill be significantl:y related to their expressed attitudes tovrard 
minority group members. 'Analysis of variance and correlation tech-
niques were used to evaluate hypothesis :four, concerning the relation-
ship of geriatric attitudes to attitudes tovmrd disabled persons in 
general. 
Geriatric subscale scores were averaged for median scores on each 
hospital g~ou~,and using chi-square analysi~were tested for the sig-
nificance of thefr relationships to age and sex data provided by 
respondents. These chi-square analyses were utilized to test hypotheses 
five and six. 
The 0.05 level of confidence vras used throughout the study as the 
indication of significance in keeping with current statistical practices. 
Summary 
A 97-item instrument was devised for measuring attitudes of hospital 
personnel in four different areas: (1) attitudes toward geriatric pa-
tients, (2) attitudes to1vard disabled persons in general, (3) authori-
tarian attitudes, and (4) attitudes toward minority groups. 
A primary aim of the study was developing a reliable measure of 
attitudes tovrard geriatric patients. A 4 3-i tem scale was developed for 
this purpose, and constituted one of the four subscales of the composite 
instrument. Validation of the geriatric attitude instrument vras carried 
out through item analysis, and corroborative evidence from expert 
judging procedures. 
A test-retest method of reliability determination was used with a 
one-month intervening period. One hundred and four senior and graduate 
students provided two independent est:illl.ates of reliability. These 
estimates were determined to be 0.81 and 0.83 by the Spearman rank 
method. Both estimates were of the same magnitude for purposes of 
reliability determination. 
The master instrUillent was administered to 480 subjects representing 
the following populations: tvro federal, two private and two other public-
supported hospitals, one in each category being a geriatric care insti-
tution in whole or in part. The other three hospitals were not engaged 
in the care of any geriatric patients. Each of the six hospitals 
provided 80 subjects. Forty of these subjects were defined as repre-
senting the professional group, the other ~0 subjects were selected 
from among ancillary medical personnel. All subjects were involved in 
patient-care activities in the direct service sense. 
Data vrere to be reported in the form of mean scores and analyses 
of variance of the scores on each of the subscales according to the 
major groups among the hospitals. Chi square estimates) utilizing 
median scores, were to furnish association data be~veen census variables 
and geriatric attitudes. 
CHAPTER IV 
PRESENTATION OF FINDINGS 
The population providing data w·ithin the fra.mevrork of this study 
had three :major groupings, according to vrhether the groupings were 
from: y 
A - Geriatric and non-geriatric hospitals 
gj 
B - ProfeSsional or non-professional occupations 
::) 
C - Hospitals 9f federal, other public-supported, or private 
administration. 
Total groups numbered 12, according to the design of the study, which 
has factor A varied in two ways; factor B varied in two ways; and 
factor C varied in three ways. 
The substantive findings of this study vrill be presented in four 
major sections. The order of presentation of these sections 1-rill 
directly relate to the original order of presentation of' the hypotheses. 
The first section will be concerned with the expressed attitudes 
of hospital personnel toward geriatric patients. The reporting of 
these results will be accomplished by the presentation o~ findings 
from applications of the S-G--A Scale. The S-G-A Scale was developed 
within this study solely for this purpose. 
1J, g), j/For purposes of tabular clarity, the letters A, B, and C will 
refer to these major population groupings respectively, in each factorial 
analysis table. 
-66-
The second section will focus on the results from the F-Sca,le ahd 
anti-minority measures, and the relationships between these measures 
and measures of attitude toward geriatric patients. This section will 
be followed b,r a consideration of the data on attitude toward disabled 
persons in general, and relationship with attitude tmrard geriatric 
patients. k fourth section "'dll present data on the relationships 
between the age and sex of groups of respondents working in geriatric 
hospitals, and the measured attitudes of these respondents toward 
geriatric patients. The five per cent level of significance was chosen 
as the determining point for interpretation of differences among groups, 
in keeping with current statistical practice. 
Attitudes Toward Geriatric Patients 
Differences in attitudes.-- Hypothesis one stated that there would 
be significant differences in attitudes toward geriatric patients, 
between personnel of geriatric hospitals and personnel of non-geriatric 
hospitals. Tables 1 and 2 present the mean scores and standard devi-
ations given each attitude measure by the professional and non-pro-
f'essional groups in federal, other public-supported, and private 
geriatric and non-geriatric hospitals. Tables 3 through 5 will report 
the findings specifically relating to hypothesis one. 
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Table 1. Measures of Attitude 
Mean scores and standard deviations given each attitude measure by 
professional and non-professional ~ersonnel groups in federal, other 
public-supported, and private geriatric hospitals. 
Geriatric S-G-A ATDP "F" AM 
Rosp. Group N Mean S.D. Mean S.D. Mean S.D. Mean 
Professional 
Federal 40 142.28 13.66 51-38 3-36 46.65 9-59 27.93 
Other public-
supported 40 141.98 12.89 51.38 5-41 46.95 9.66 24.95 
·Private 40 140.08 15.ll 51.95 3.40 45.25 10.31 26.10 
Non-professional 
Federal 40 133-50 15.34 51.40 3-92 48.78 8.75 30.20 
Other public-
suppor~ed 40 137.18 15-99 50.13 4.82 45.88 9-98 26.28 
Private 40 139-33 16.73 49.63 3.68 45-58 9.62 26.43 
Table 2. Measures of Attitude 
Mean scores and standard deviations given each attitude measure by 
professional and non-professional ~ersonnel groups in federal, other 
~ublic-supported, and private non-geriatric hospitals. 
Non-
Geriatric S-G-A ATDP "Frr AM 
Hosp. Group N Mean S.D. Mean S.D. Mean S.D. Mean 
Professional 
Federal 40 128.33 17-09 50.58 5-34 51.55 8.66 31.35 
Other public-
supported 4o 128.48 21.48 49.38 4.65 54.05 7.42 33.05 
Private 40 119.30 13.71 48.70 5-27 55-30 8.16 35-90 
Non-professional 
Federal 40 124.98 15.28 49.38 4.99 51.55 9-34 32.63 
Other public-
supported 4o 115.83 14.70 45.13 3.83 52.95 6.51 37.83 
Private 40 114.43 13.66 46.13 4.89 55-13 7·37 37.98 
S.D. 
5.47 
6.04 
6.20 
6.15 
6.37 
5·57 
S.D. 
6.36 
8.65 
6.38 
6.18 
7-73 
6.77 
Table 3. Attitudes toward Geriatric Patients 
Ana~sis of variances of total scores on the S-G-A Scale for professional 
and non-professional groups of hospital personnel, in geriatric and non-
geriatric hospitals, under federal, other public-supported, and private 
administration. 
Source of Sums of Mean Square F 
Variance d.;t'. Sg.uares {Variance) ratio 12· 
AY 1 35363.33 35363.33 141.33* .01 BY 1 4130.13 4130.13 16.51* .01 
c}/ 2 130S.S3 654.42 2.62~ 
AB 1 143.01 143.01 0.57 
AC 2 2695-21 1347.61 5·39** .05 
BC 2 701.46 350.73 1.40 
ABD 2 937.67 468.S4 l.S7 
Residual 46S 117103.95 250.22 
Total 479 1623S2.59 
];/.Geriatric and Non-geriatric hospital factor 
YProfessional and non-professional group factor 
lJFederal, other public-supported, and private administration factor 
*Fat 6.70 sig. at .01 level 
**Fat 4.66 sig. at .05 level 
Table 4. Attitudes toward Geriatric Patients 
Combined mean scores on the S-G-A Scale, for pro~essional and non-
professional personnel groups in geriatric and non-geriatric hospitals 
under federal, other public-supported, and private administration. 
Hospital type N Combined mean score 
Geriatric ~(. 
Federal so 137.S9 
OPS* 80 139-5S 
Private 8o 139.70 
Non-Geriatric 
Federal so 126.65 
:0FS;::.•f.'-~- so 122.15 
Private so 116.87 
*The abbreviation OPS in tabular presentations will 
denote "other public-supported". 
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Table 5. Attitudes tmrard Geriatric Patients 
Analysis of the significant A x C interaction of Table 1. The effect 
of type of hospital administration on mean geriatric attitude scores of 
personnel groups in geriatric and non-geriatric hospitals. 
Class of 
Hospital 
Adminis. 
Federal 
OPS 
Private 
Source of 
Variation 
Beti-reen groups 
Within groups 
Total 
Beti-reen groups 
Within groups 
Total 
Betvreen groups 
Within groups 
Total 
Geriatric Between groups 
Within groups 
Total 
Non- Between groups 
Geriatric Within groups 
Total 
Fl (1, 158) 3.91 6.81 
F2 (2, 200) 3.04 4.71 
Sums of 
Squares d.f. 
5006.40 1 
38623.60 158 
43630.00 159 
11988.90 1 
50640.29 158 
62629 .19 159 
20862.15 1 
35774.29 158 
56636.44 159 
163.96 2 
56050.34 237 
56214.30 239 
384o.07 2 
66965.89 237 
70805.96 239 
Mean Square F 
(Variance) ratio 
5006.4o 
244.45 20.48 
11988.90 
320051 37.41 
20862.15 
226.42 92.14 
1920.04 
282.56 
0.35 
6.80 
p. 
.. 01 
.01 
.01 
.01 
Examination of the complete analysis of variance presented in Table 
3 indicates significant findings, with respect to variation between major 
groups, in their attitudes toward geriatric patients. The significant 
F-ratio1•for the "A" main effect indicates variations in attitudes toi-rard 
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geriatric patients betvreen personnel from geriatric and non-geriatric 
hospitals. Referring further to Table 3, the significant variation 
shmm in the Ax C interaction indicates that the variability of at-
titudes tmrard geriatric patients among hospital personnel in geriatric 
and non-geria~ric hospitals is not sole~ a function of the geriatric 
versus non-geriatric category of hospitals, but that the administrative 
classification of the hospitals also introduces effects. The attitudes 
of personnel in geriatric and non-geriatric hospitals tend to fluctuate 
with respect to the administrative classification of the hospitals in 
which they work. Further evaluation of the A x C interaction· is sug-
gested in Table 4, -vrhich presents the combined means of the geriatric 
attitude scores, for the professional and non-professional subjects in 
geriatric and non-geriatric hospitals, under federal, other public-
supported, and private administration. 
Examination of the data of the combined means in Table 4, and the 
significant size of the A x C F-ratio in Table 3, suggested that 
further ana~sis of the A x C interaction be carried out. Table 5 
presents the complete analyses of variance for evaluation of the 
significant A x C interaction reported in Table 3. 
Referring to Table 5, the significant size of the F-ratio shmrs 
an increase in means from federal, to other public-supported, to private 
hospital subject groups. The source of the interaction is based on the 
variation of the mean geriatric attitude scores of the private hospital 
subject groups, versus the groups of the federal and other public-
supported hospitals. A further examination of Table 5 shmrs significant 
variances between non-geriatric hospital groups, but not between 
geriatric hospital groups. 
The source of the variation and interaction, with respect to at-
titudes toward geriatric patients between subject groups in geriatric 
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and non-geriatric hospitals is clear. 
within the geriatric hos~ital groups. 
There are no significant variances 
The significant discrepancies, 
reflected as mean differences in scores on the S-G-A Scale, are found 
"tvithin the subject groups of the non-geriatric hospitals. Hypothesis 
one is supported b,y the findings. 
Hypothesis two stated that attitudes toward the geriatric patient 
betvreen :professionals and "others" involved in geriatric :patient care 
would be significantly different. Further examination of the data of 
Table 3 suggests su:p:port for this hypothesis. The significant F-ratio 
for the "B" main effect gives evidence of variability in attitudes 
toward geriatric :patients, between :professional and non-professional 
hospital personnel. That this variability is sole;ty attributable to 
occupational status, and not a :product of the other sources of varia-
bility, is demonstrated b.1 the insignificance of' the relevant inter-
action terms. 
Attitudes Toward Minorities and Authoritarianism 
Differences in minority attitudes.-- Hypothesis three stated that 
there will be a signif'icant relationship betvreen the attitudes of hos-
pital personnel toward geriatric ~atients and their attitudes toward 
minority groups in society. 
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Tables 3 through 5'reDort data on measures of attitudes toward 
geriatric patients. The analyses of variance presented in Table 6 
indicate variations in attitudes among the subject groups of this 
study toward broad minority groups in society. 
Table 6. Attitudes toward Minority Groups 
Analysis of variance of total scores on items of the minority subscale 
for professional and non-professional groups of hospital personnel, in 
geriatric and non-geriatric hospitals under federal, other public-
supported, and private administration. 
Source of Sums of Mean Square F 
Variance d.f. Sg,uares (Variance~ ratio p. 
AY l 7316.41 7316.41 166.70* .Ol BY l 484.01 484.01 11.03~ .01 
cJ/ 2 123.27 61.64 1.40-
AB l 58.80 58.80 1.34 
AC 2 1445.27 722.64 16.46** .Ol 
BC 2 71.72 35.86 0.82.' 
ABC 2 100.84 50.42 1.15 
Residual 468 20539-15 43.89 
Total 479 30139.47 
1/.Geriatr~c and non-geriatric hospital factor 
gf.Professional and non-professional groUD factor 
ljFederal, other public-supported, and private administration factor 
*F, at 6.70 sig. at .01 level 
**F, at 4.66 sig. at .Ol level 
Referring to the factorial analysis of variance presented in 
Table 6, significant findings are reported for variations among the 
personnel groups in geriatric and non-geriatric hospitals, with res-
pect to attitudes toward minority grouDS in general. The significant 
F-ratio for the "A" main effect represents this variation. That this 
variation is not solely due to differences in types of' patients served 
by these overall hospital groups is indicated by the significance of 
the A x C interaction in Table 6. The effect of this interaction suggests 
that there is a fluctuation in attitudes toward social minority groups 
among personnel of geriatric and non-geriatric hospitals, in relation 
to the administrative type of hospital in which personnel are employed. 
The further analysis of the A x C interaction effect is presented 
in Tables 7 and 8. Table 7 illustrates the combined means of the mino-
rity attitude scores, for ~rofessional and other subject groups in 
federal, other public-supported, and private hos~italsJ serving both 
geriatric and non-geriatric patients. 
Table 8 presents complete analyses of variance for the significant 
A x C interaction reported in Table 6. 
Table 7. Attitudes toward Minority Groups 
Combined mean scores on items of the California AM Scale for professional 
and non-professional personnel groups in geriatric and non-geriatric hos-
pitals under federal, other public-sup:gorted, and private administration. 
Hospital type N Combined Mean Scores 
Geriatric 
Federal 80 29.06 
OPS 80 25.61 
Private 80 26.26 
Non-Geriatric 
Federal 80 31.99 
OPS 80 35.54 
Private 80 36.94 
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Table 8. Attitudes toward Minority Groups 
Analysis of the significant A x C interaction of Table 6. The effect 
of type of hospital administration on mean minority attitude scores of 
personnel groups in geriatric and non-geriatric hospitals. 
Class of 
Hospital Source of 
Adminis. Variation 
Federal Between groups 
Within groups 
Total 
OPS Between groups 
Within groups 
Total 
Private Be~veen groups 
Within groups 
Total 
Geriatric Betvreen groups 
Within groups 
Total 
Non- Between groups 
Geriatric Within groups 
Total 
F (l, 158) = 3.91 6.81 
(2, 200) • 3.94 4.71 
Sums of 
Squares d.f. 
341.94 1 
5938.96 158 
6325.90 159 
3861.22 1 
8950.68 158 
12811.90 159 
4558.22 1 
6320.18 l58 
10878.40 159 
537.74 2 
8695.16 237 
9232-90 239 
1030.80 2 
12559·36 237 
13590.16 239 
Mean Square F 
(Variance) ratio 
3861.22 
56.65 68.16 
4558.22 
40.00 ll3.95 
268.87 
36.69 7·33 
515.40 
52.99 9·73 
Referring to Table 8, the significant F-ratiosshow an increase in 
p. 
.01 
.01 
.01 
.01 
.01 
means from federal, to other public-supported, to private hospitals. The 
F-raties for the variances within the geriatric and non-geriatric hospital 
grouJ?s are both significant, but shmv little increase in means from one 
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group to the other. The interaction is based on fluctuations among the 
groups, and changes from federal to other public-supp,orted to private 
hospital groups form the basis for the A x C interaction. 
Data of Table 6 also sho'W' a significant F-ratio for the "B" main 
effect. This is evidence of variability in attitudes tm-rard social 
minorities among groups of professional and non-professional hospital 
personnel. The lack of significant relevant interaction terms for 
this variable indicates that the significant main effect variability 
is strictly a product of the difference between professional and non-
professional employment status, regardless of hospital type or hospital 
administration classification. 
Tendency toward prejudicial attitudes.-- The authoritarian, or 
"F-Scale", lvas another instrmnent used to measure generalized tendencies 
of subjects to make strongly polarized attitudinal responses to certain 
psychological statements. The analysis of variance presented in Table 9 
reports the findings relative to authoritarian attitudes of the subject 
groups. 
The overall analysis of variance for the "F-Scale" variable indicates 
variation among the personnel groups of geriatric and non-geriatric 
hospitals with respect to their authoritarian attitudes, or their op-
position to equality among social and cultural groups. The significant 
F-ratio for the "Arr main eff'ect indicates this variability in attitudes. 
Table 9. Attitudes toward Authority 
Analysis of variance of total scores on items of the "F-Scale" for 
professional and non-professional groups of hospital personnel in 
geriatric and non-geriatric hospitals, under federal, other public-
supported, and private administration. 
Source of Sums of Mean Square F 
Variance d. f. Squares (Variance) ratio p. 
AY 1 5727.01 5727.01 71.28* Bgj 1 0.04 0.04 0.00~ 
cY 2 37.16 18.58 0.23 
.01 
AB 1 23.40 ~~~23t •. 4o 0.29 
AC 2 712.95 356.48 4.44-** .05 
BC 2 92.65 46.33 0.58 
ABC 2 24.26 12.13 0.14 
Residual 468 376o2.00 80.35 
Total 479 44219.47 
1/.Geriatric and non-geriatric hospital factor 
2/Professional and non-professional group factor 
J/Federal, other public-supported, and private administration factor 
*Fat 6.70 sig. at .Ol level 
*~F at 3.02 sig. at .05 level 
However, the significant F-ratio for the Ax C interaction of Table 9 
points out that the fluctuations in these authoritarian attitudes are 
not the function of Whether the subject group works in geriatric hos-
pitals or not; but that the administrative type of hospital {federal, 
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other public-supported, or private) in which these groups are situated, 
also effects the measured attitudes. The significant A x C interaction 
of Table 9 suggested further treatment. 
Table 10 presents the combined means of the "F-Scalen scores for 
. . 
the subject groups, and the five analyses of variance which completely 
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evaluate the A x C significance of Table 9 are presented in Table 11. 
Table 10. Attitudes toward Authority 
Combined mean scores on items of the "F-Scale" for professional and 
non-professional personnel groups in geriatric and non-geriatric hos-
pitals under federal, other public-supported, and pr:Lvate administration. 
Hospital type N Combined mean score 
Geriatric 
Federal 80 49.03 
OPS 80 46.41 
Private 80 45.41 
Non-Geriatric 
Federal 80 51.55 
OPS 80 53.50 
Private 80 55.21 
The significant size of the F-raties af Table 11 shows an increase 
from :f'ederal, to other public-supported, to private hospital subject 
groups. A further examination of Table 11 shows significant variances 
in attitudes between groups of non-geriatric hospital personnel, but 
not be~veen those of geriatric ho~ital groups. These data of Table 11 
make clear the source of variation and interaction reported in Table 9, 
with respect to expression of authoritarian. attitudes between groups of 
personnel of geriatric and non-geriatric hospitals. The significant 
variances are not 'tvithin the personnel groups of geriatric ho~i tals. 
The discrepancies in attitudes are found within the groups of personnel 
in the non-geriatric) federal, other public-supported, and private 
hospitals. 
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Table 11. Attitudes toward Authority 
Analysis of the significant A :x: C interaction of Table 9. The effect 
of type of hospital administration on mean prejudicial attitude scores 
of personnel groups in geriatric and non-geriatric hospitals. 
Class of 
Hospital Source of Sums of Mean Square F 
Adminis. Variation Squares d. f. (Variance) ratio 
Federal Between groups 589.05 1 589.05 
Within groups 13310.19 158 84.24 6.99 
Total 13899-24 159 
OPS Between groups 2009.30 1 2009.30 
Within groups 11649.39 158 73.73 27.25 
Total 13658.69 159 
Private Between groups 3841.59 1 384l.59 
Within groups 12782.78 158 80.90 47.49 
Total 16624.37 159 
Geriatric Betvreen groups 212.80 2 106.4o 
Within groups 22507.16 237 94.97 1.12 
Total 22719-96 239 
Non- Between groups 537.31 2 268.66 
Geriatric Within groups 15235-19 237 64.28 4.18 
Total 15772.50 239 
F (1, 158 d.f.) = 3.91 6.81 
(2, 200 d.f.) = 3.04 4.71 
Relationship of minority and geriatric attitudes.-- Hypothesis 
p. 
.01 
.01 
.01 
.05 
three, restated, indicat~d that there 1-rould be significant relationships 
between anti-minority attitudes and attitudes toward geriatric patients, 
as measured among groups of hospital personnel. Correlations for scores 
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of the 12 personnel groups on each of the attitude measures with scores 
on the geriatric scale are presented in Table 12. 
Table 12. Relationships among Attitude Measures 
Correlations between scores on ATDP, F, AM Scales, and scores on 
S-G-A Scale for each of l2 hospital groups. N for each group equals 40. 
Hospital type S-G-A ATDP F AM 
Geriatric 
Professional 
Federal +.269 y -.219 gj -.075 ]/ 
OPS +.537* -.547* -.412* 
Private +.432* 
-.519* 
--595* 
Non-professional 
Federal +.28'2!Y 
--351* -.476* 
OPS +.633* 
--530* -.528~ 
Private +.554~ 
--570* --558-l:E' 
Non-geriatric 
Profession~l 
Federal +-538* -.640* -.663* 
Ol?S + .279 2.1 -.515* -.518* 
Private +.540* -.697* -.670* 
Non-professional 
Federal +.679* -.663* - .690* 
OPS +.328* -.639* -.689* 
Private +-338* -.493* -.736-lt 
*r at .31 is significant at the .05 level with 38 d.f. y, gj, :Jj, !Jj, 2/ r is~ significant. 
These correlations were transformed to Fisher's z, and averaged. 
Based on the Z averages obtained for each of the three variables, an 
average correlationwas obtained. 
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The average correlations of scores on the F-Scale and AM Scale 
with scores on the S-G-A Scale are -·55 and -.97 respectively. The 
variations of the attitudes under study have been presented, and cause 
attributed. The correlations for the 12 hospital personnel groups in 
the study were computed. Each correlation was then, transformed to 
Fisher's "Z" and averaged for the 12 groups on each of the three scales. 
These average "Z' s" were then transformed back to average "r' s"; both 
of which were significant, and in a direction in accord with both the 
conceptualization of tp.is study and the statement of hyJ?othesis three. 
Hypothesis three is supported by the data. 
Attitudes toward Disabled Persons in General 
Hypothesis four restated says that the attitudes of hospital 
personnel t01vard the geriatric patient ivill be related to their at-
titudes toward disabled persons in general. 
Table 13 presents a total analysis of variance for the scores on 
the scale measuring attitudes toward disabled persons in general. 
The significant F-ratios for the main effect "A", and the lack of 
any significant relevant interactions, indicate that whatever variabi-
lity exists among personnel attitudes toward disabled people is ~olely 
~ue, in this instance, to differences between working in geriatric and 
non-geriatric hospitals. The discrepancy between professionals and 
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43.71* 
21.32-l.<-
6.79** 
3.19--
2.62 
22·:162 
0.93 
.01 
.bl 
.01 
---~-
administration factor 
on the S-G-A and.ATDP 
_,~subj_ects. The "r's" thus 
and averaged. Based on the 
·' ' 
The average correlation .. '•. 
The obtained "r" of .Y-6, based on "Z" transformation averages_, is 
significant, and in a direction consonant with the hypothesis. 
Hypothesis four is supported. 
Sex, Age_, and Attitudes tovrard Geriatric Patients 
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Hypothesis five stated that the attitudes of male hospital per-
sonnel toward the geriatric patient vrould be less acceptant than those 
of female personnel. 
To test this hypothesis, a chi square analysis of the relevant 
data was utilized. Median S-G-A Scale scores were computed for the 
federal, other public-supported, and private geriatric hospital per-
sonnel groups, combining both professional and non-professional sub-
groups. Total N' s for each of these median computations and subsequent 
chi square analyses is 80. 
Chi square analyses of the Male-Female association vrith Above and 
Below-Median scores on the S-G-A Scale present one significant effect. 
One chi-square value of 6.29 for the personnel in the federal geriatric 
hospital group is significant at the 0.05 level. The other two chi-
squares, on the same variables, for the other public-supported and 
private geriatric groups were not significant. 
A similar chi-square analysis was done for the groups of the non-
geriatric hospitals. No significant chi-squares w~e determined for 
the th~ee non-geriatric hospital groups. For the personnel groups of 
the federally-administered geriatric hospital in this stuqy, there is 
a demonstrated association between the sex of the respondents and 
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acceptance of geriatric patients. A total chi-square for all 12 
subject groups among the hospitals is not significant (N = 480). 
Hypothesis five is not supported. 
Age and attitudes toward geriatric patients.-- Hypothesis six 
stated that younger personnel in hospitals would express less acceptant 
attitudes toward geriatric patients than older personnel. 
The method of testing this hypothesis "ivas to dichotomize the com-
bined professional and non-professional ~ersonnel groups for each 
hospital type into two classes; one class was made up of those persons 
. 
over 35 years of age, the other of those under 35 years of age. 
Utilizing the median S-G-A scores previously determined, a series 
of chi-square analyses was set up for the six groupings within the 
geriatric and non-geriatric hospital types. N for each group equalled 
80 subjects. Five of the chi-square tests for the association of age 
and attitudes toward geriatric patients show no significance. One 
chi-square, significant at the 0.05 level, is found for the association 
betvreen age and acceptance of geriatric ~atients. This one significant 
association is for professional and non-professional subjects in the 
private geriatric hospital group. 
A chi-square analysis of the total N had insignificant results, 
indicating no association exists between age of respondents in this 
study, and acceptance of geriatric patients. Hypothesis six is not 
supported by the findings. 
CRAFTER V 
DISCUSSION OF RESULTS 
This study has evolved from a series of questions pertinent to the 
social psychology of disability. The aspects of these queptions vrhich 
have been investigated are those relating to attitudes of selected 
hospital personnel populations toward the disabled, aged patient. 
The instrument used for data collection was a 97-item. composite 
attitude scale. It consisted of 43 items designed to measure acceptance 
of geriatric patients, interspersed with 50 items designed to measure 
prejudice in other forms, which previous research had suggested relevant. 
The discussion of this chapter will f'ocus on: (a) the material 
. 
presented ip the preceding (results) chapter, (b) the writer's inter-
pretation of demonstrated findings concerning the relationships between 
various attitude measures among hospital personnel groups in the study, 
and (c) an evaluation of the limitations of the S-G-A Scale, and this 
study as a whole. 
The ~ture of the data seems to lend itself to clear~eut interpre-
tation in some instances; in other instances, the subjective interpreta-
tions of the writer may suggest speculation and ambiguity. 
Measured Attitudes of Hospital Personnel 
Hospital personnel and geriatric attitudes.-- The first two hypothe-
ses stated that significant differences in attitudes toward geriatric 
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patients would be found among groups· of hospital personnel (a) w.orking 
in geriatric or non-geriatric hospitals and (b) having a professional 
or non-professional occupational status. Analysis of the data indicated 
that there were significant differences in attitudes toward geriatric 
patients among and within certain groups of the hospital personnel 
population. The relevance of these differences in geriatric attitudes 
among hospital personnel has been variously cited (cf. Chapter 2) with 
respect to their importance for the rehabilitation of aged persons with 
physical disabilities. 
Present findings concerning the attitudes of hospital personnel 
toward geriatric patients derive from a single, basic instrument (the 
Staff Geriatric or S-G-A Scale), constructed in this study so~ely for 
the pur.pose of estimating geriatric attitudes from verbal responses. 
That the s-G-A Scale was measuring stafi' attitudes toward geriatric 
patients seems to b.e borne out logically by the established validity 
and reliability of the instrument; and functionally by the evidence of 
the analyses of variance of total scores of hospital groups on the scale. 
The S-G-A Scale is representative of a type of scale 'tvhich has proven 
y,gj 
profitable in other research studies on attitude estimation. 
1/Emory L. Cowen, Rita P. Underberg, Ronald T. Verrillo, and Frank G. 
Benham, Adjustment to Visual Disability in Adolescence, American 
Foundation for the Blind, New York, 1.961. 
_g/Harold E. Yuker, J. R. Block, and William J. Campbell, A Scale to 
Measure Attitudes Toward Disabled Persons, Study Number 5, Human 
Resources Foundation, Albertson, New YOrk, 1960. 
Significance of differences of S-G-A scores.-- The overall 
factorial analysis of S-G-A scores among hospital personnel groups 
(Table 3, Chapter 4) indicated significant fluctuations in attitudes 
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as: (1) a result of being in professional or other occupational status 
in (2) geriatric and non-geriatric hospitals. The variance between 
professional and non-professional groups, in their attitudes toward 
geriatric patients~ seemed to be rather clearly a function of the group 
differences in occupational status. This was emphasized by the lack 
of relevant interactions for this significant main variable of the 
analysis (Table 3, Chapter 4). The discussion of :factors contributing 
to this division of attitude responses offers room for much speculation. 
The question of why professional and, non-professional groups of personnel 
differ in attitudes toward geriatric patients may be variously concerned 
with the influence of education, intelligence, environmental factors, 
motivation, and other background variables on such personnel. Differ-
ences in attitude toward the geriatric patient may be a function of 
occupational choice. The choices, in turn, maybe either fortuitous, 
or they may be deliberately designed. Attitude differences may be a 
function of "test-setn, or of limitations built into the measuring 
instrument. Various interpretations are possible, according to the 
personal and professional biases of the observer. The writer interprets 
the measured attitude difference as being a function of the endowment 
and characteristics whiCh differentiate professionals as a group, from 
non-professionals in any field of endeavor. For example, the training 
programs of the professional nurse, occupational therapist, physical 
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therapist and psychologist, possess one element in common; - a constant 
emphasis and re-emphasis on the dignity and worth of the patient. 
Ancillary hospital personnel. undertake training programs vrhich are 
primarily skill-oriented; are ordinarily of shorter duration and quality 
than professional. programs; and are usually geared to the demands of an 
immediate technical application. The philosophical approach to se:Lf 
and patient is ordinarily not given more than cursory recognition in 
training programs for ancillary personnel. Whereas, the registered 
nurse trains for from three to £ive years before reaching professional 
maturity; the licensed practical nurse trains from 12 to 18 months; the 
nursing aide (or assistant), from only three to six months • 
A further examination of the data on the 8-G-A Scale revea:Led that 
the fluctuations in attitudes toward geriatric patients were solely 
within subject groups of non-geriatric hospitals. Tb.e source of the 
variation for these non-geriatric hospital groups is the large variance 
between the £ederal and other public-supported non-geriatric hospital 
groups taken together, versus the completely disparate private non-
geriatric hospital groups. These discrepancies probably reflect true 
variation resulting from such factors as: (1) personnel quality :Level., 
(2) hospital administration :Level, and (3) salary levels and fringe 
benefits within federal, other public-supported, and private hospital 
systems. :Federal. hospitals tend to have higher patient-care subsidies 
than either state, county, city, or private hospitals. Federal. hos-
pitals tend to have both higher standards of eligibility and higher 
salary classifications for professional and ancillary personnel., than 
do other public-supported or private hospitals. In addition, the in-
service training programs in most federal hospitals are continual; ane 
constantly being evaluated, changed, and broadened; and are not usually 
restricted by lack of funds or qualified teaching ~ersonnel. That this 
is less true of most other public-supported hospitals is obvious. The 
great difficult,y of private hospitals in establishing and maintaining 
adequate in-service education programs, and in hiring and retaining 
staff qualified to both work and teach, is certainly reflected by help-
wanted advertisements in professional journals and other media. It is 
no doubt also reflected in the significant differences in expressed 
attitudes toward the geriatric patient ~ound in the relevant interaction 
data presented in Table 5 (Cha~ter 4). One cannot overlook the ~otential 
of response-set and social desirability for change in mean scores, 
particularly among professional, highly intelligent, and word-sensitized 
~ersonnel. 
Sunnnary.-- Despite some limitations suggested by the methodology 
of this study, two distinct findings are presented by the data analysis: 
(1) professionals, as groups in hospitals, do express more acceptant 
attitudes toward geriatric patients than do non-professionals, and 
(2) ~ersonnel groups working in geriatric hospitals express signifi-
cantly more acceptant attitudes toward the geriatric patient than 
personnel in non-geriatric hospitals;--influenced by the administrative 
. 
level of the hospitals. These ~indings are logical and in a direction 
which vras anticipated in the conceptual basis of the ~resent study. 
Hospital personnel and prejudicial attitudes.-- Hypothesis three 
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stated that there would be a significant relationship between the 
prejudicial and anti-minority attitudes of hospital personnel, and their 
attitudes toward geriatric patients. In order to measure minority and 
prejudicial attitudes, selected items from the California AM, Patriotism, 
and F-scales were interspersed with it~s of the S-G-A Scale in the 
master instrument. The 21 F-scale items were coded as a single sub-
scale; items (nine) from the AM and (six) Patriotism subscales were 
combined into a single subscale of 15 items. This resulted in two 
scores; one designated as a measure of ant~-minor.ity group attitudes, 
the other as a measure of general prejudice toward social~ devaluated 
groups. 
If persons tend to hold to stereot.ypes and be prejudiced against 
social minorities, it was conceptualized that such persons would tend 
to perceive the geriatric patient as part of a gro~ set apart in 
society, and thus have less acceptant attitudes toward such patients. 
Logically, then, persons Who are more tolerant and acceptant of 
minorities should be more tolerant and acceptant of the geriatric 
patient. 
Significance of differences of AM scores.-- Factorial analysis of 
variance of the group mean scores for items of the anti-minority sub-
scale (Table 6, Chapter 4), indicates differences among major groups, 
similar to those found qy the factorial analysis of S-G-A Scale scores 
(Table 3, Chapter 4). Again, significant differences are seen between 
professional and non-professional personnel groups in hospitals. In 
this case, the lower mean scores of professional groups indicate a 
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greater acceptance of minorities than are indicated by the mean scores 
for non-professionals. As in the analysis of S-G-A scores, these 
differences seem to be of a kind and in a direction consistent with 
the factors which seem to differentiate most p~ofessionals from non-
professionals; greater group sensitivity to the dignity and worth of 
man; higher intelligence; less rigidity toward attitude change; less 
need for the defensive use of prejudice; greater ability and motivation 
to develop, maintain, and broaden interpersonal relationships at all 
levels. Lack of any relevant interaction effect lends st~ength to 
such interpretation. The significant interaction effect be~reen geri-
atric and non-geriatric hospitals, and hospital administration classi-
fications (A x C in Table 6, Chapter 4), vras further analyzed. 
Inspection of the significant variances (Table 8, Chapter 4) 
indicates that, although there are significant variances within geriatric 
and non-geriatric hospital gro~s, the actual increase in means between 
the two is very small. On the other hand, there is a fixed order. or 
progression for the mean minority-scale variances from most acceptant 
to least acceptant, among the three hospital administration classes. 
The order of progression is from federal to other public-supported, to 
privately administered hospital personnel groups. These are significant 
differences, and offer fir.m support for the belief that attitudes toward 
geriatric patients and minority attitudes are probably of the same realm. 
Further, ·these significant findings suggest that prejudicial attitudes 
and geriatric attitudes are found in groups in relation to each other, 
and in consonant direction. 
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Significance of differences of F-scale scores.-- Factorial analysis 
of scores on the F-scale r.evealed no significant variances, other than 
those between overall groups of geriatric and non-geriatric hosp~tal 
personnel. A significant interaction betvreen these groups and the hos-
pital administration factor suggested further examination of the data. 
Analysis of the interaction effect (Table 9J Chapter 4) ~ndicated 
clearly that the source of variation and interaction was between groups 
working in non-geriatric hospitals. The mean differences in F-scale 
scores are in progression from most to least prejudicial. In this case 
the change is from federal, to other pUblic-supported, to private non-
geriatric hospital personnel groups. Within the overall geriatric hos-
pital groups th~re are no significant fluctuations. Having pointed out 
the geriatric and minority attitude findings, and some of the factors 
which the writer feels are underlying determinants, the focus of interest 
now extends to the relationships existing among measures.and results, 
and the meaning of any such relations and results with respect to the 
central questions of this study. 
Attitude Relationships Among Hospital Personnel 
Group comparisons on S-G-A, AM, and F-scale seer~.-- Hypothesis 
three indicated that there would be significant relationships betw·een 
the anti-minorit,r attitudes and attitudes toward geriatric patients 
among groups of hospital personnel. This study has treated general 
prejudicial attitudes (as measured by F-scale items), and anti-minority 
attitudes (as measured by selected items from the California AM and 
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F-scales), as separate measures of minority-directed, prejudicial 
attitudes. The correlations between anti-minority attitudes and atti-
tudes toward geriatric patients, as measured qy the AM, F, and S-G-A 
subscales respectively, were presented (Table 12) in the previous 
chapter. While two of the 24 individual correlations among the F, AM, 
and S-G-A subscales do not reach significance, the remaining 22 are 
significant, and in a direction consonant ivi th the conceptualization of 
this study. At every hospital group level but one (the federal, profess-
ional, geriatric), the significant correlations between the F, AM and 
s-G-A scales plain~ demonstrate that, for the populations in this 
investigation, the expression of favorable attitudes toward minority 
groups in society coincide with the expression of favorable attitudes 
toward geriatric hospital patients. These correlations suggest support 
' !I for extended applications of the propositions of.Cowen et al., and 
~ --
Wright.- They conceptualized that disabled persons might hold a 
psychological position comparable to those held by minority groups in 
our culture. It would seem that this conceptualization might novr be 
valid~ extended to include the geriatric hospital patients. Of same 
speculative interest is the lack of significance between correlations 
on minority and geriatric measures among federal, professional, personnel 
. 
in the geriatric hospital group. There is some tendency, however, toward 
1/Emory L. Cowen, Rita P. Underberg, and Roland T. Verrillo, "The 
Development and Testing of an Attitude to Blindness Scale," Journal 
of Social Psychology (November, 1958), 48:297-304. 
2/Beatrice Wright, Physical Disability, A Psychological Approach, 
Harper and Brothers, New York, 1960. 
the hypothesized directions for the low, non-significant correlations 
of the F and AM subscale ,scores for this group. The point seems to be 
that multiple causations probably account for the attitudes of these 
persons toward the geriatric patient. One can again speculate about 
the tendency toward response-set, particularly within a very intelligent 
and perceptive professional group with regard to the S-G-A Scale; - and 
this is tenable. Concerning responses to the F-scale and AM items, it 
would seem that the items of the California scale should lend themselves 
admirably to eliciting social~ desirable responses from quite intelligent 
people. The lack of correlation betvreen measured minority attitudes and 
attitudes toward geriatric patients for this federal, professional group 
might be presented as support for the validity of the S-G-A Scale, in 
terms of its freedom from developing response-set among more astute 
respondents. The average reliabilities for the correlations of AM and 
F-scale scores with S-G-A scores, based on averaged Z - transformations 
for 12 groups, were -.570 (AM) and -.'~B~ (F-scale). These correlations 
are quite significant and in the direction conceptualized. 
Group comparisons onATDP and S-G-A scores.-- Hypothesis four 
stated that the attitudes of hospital personnel toward geriatric patients 
would be related to their attitudes t~~ard disabled persons in general. 
Factor ana~sis of the mean ATDP-scale scores for the· groups of this 
study indicated that while there vrere significant differences among 
groups, they were sole~ a product of differences in group composition, 
and that no interactions were operating. More pertinent is the support 
given hypothesis four b,r an examination of the correlations between 
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ATDP scores and S-G-A scores for the grou~s of hospital personnel in 
the study. All J2 correlations were positive and in the right direction. 
Nine of the correlations attained significance. Again, as ~or the AM 
and F-scales, there was no significant correlation be~reen the ATDP 
and S-G-A scores for the professional group in the 'federal geriatric 
hospital.. Nor was the correlation significant for the non-professional 
personnel group in the same hospital. In the case of the professional 
group, taking into account the total lack of significant relationships 
be~reen attitude measures, it is fair to assume that there are multiple 
causes for this particular lack of significance; and these causes can 
only be a matter for speculation or research beyond the immediate scope 
of this study. The averaged reliability for the correlation of ATDP 
and S-G-A scores, ba:sed on averaged Z-transformation for all J2 groups, 
was +.460. This correlation coefficient is both significant and in the 
direction conceptua}ized. 
Sex and age, and their relationships to S-G-A scores.-- Hypothesis 
five indicated that attitudes of male hospital personnel toward the 
geriatric patient would be less acceptant than those of female personnel 
toward the same patient. Chi-square analysis for the total sample 
populatio~ proved to be insignificant. The observed total distribution 
did not differ significantly from chance, and hyp~thesis five was not 
supported. The point is made that, although there is not association 
shovm between S-G-A scores and the male-female dichotomy, it cannot be 
said that the sex of the respondents is the sole causative agent. In 
this particular population there are probably multiple sources for this 
non-association. Separate Chi-squares were also determined for each 
hospital group. !'! equalled So in each such group. One significant 
Chi-square was found for the sex variable, and this was for the personnel 
group of the federally administered geriatric hospital. The tendency 
is for males in this one group to express less acceptant attitudes than 
females. 
Chi-square analysis of the association of age and attitudes toward 
geriatric patients, for the total sample population, proved insignificant. 
Again separate Chi-squares were deter.mined for each hospital group. One 
significant association between age and acceptance of geriatric patients 
was demonstrated for the personnel group of the private geriatric hos-
pital (N = So). The tendency in this association was for personnel over 
35 to express more acceptant attitudes toward the geriatric patient. 
The writer feels that group matching efficiency has been somewhat 
' diminished by the use of a large total !'!. Such a methodological short-
coming could be one of the s0urces for non-association betw·een the sex 
and age of a respondent, and expressed attitudes toward the geriatric 
patient. 
Limitations of the Study 
Methodological limitations.-- The S-G-A Scale, developed to measure 
verbalized attitudes of hospital personnel toward geriatric patients, 
is open to all of the usual criticisms of Likert-type scales. One 
particular limitation was set in the item development and selection 
stage. The end result of the validating procedures was the 43-item 
S-G-A Scale; 36 items of -vrhich are uegativel:y worded. It is recognized 
9T 
that a large proportion of negatively-worded items tends to lower y gj 
reliability of tests and to develop ear~ response-set, as does 
. ~ 
assessment of subjects on principally verbal measures. The challenge 
aimed at the unidimensionality of any attitude rating-scale is recog-
nized; as are semantic criticisms of individual items. 
On the ~lus side, there has been an attempt at rigorous adherence 
to sound instrument development techniques. The S-G-A has acceptable 
validity and reliability based o~ professional judging, cross-validating, 
and multiple reliability procedures. The results have demonstrated its 
ability to measure characteristics of geriatric attitudes among the 
subjects; the conceptual and practical basis for development of the 
instrument. Occasional~, in matters of research design, careful pre-
selection of some control variables seem to have defaulted ~o the use 
of a large total sample. This has been a source of difficulty at times 
in the interpretation of group differences. Hm·rever, for general 
purposes of the study, the large !' with significance maintained at 
the five per cent level, has tended to even out lacks in small control 
variables. 
The additional limitations seem to be those on generalization. 
ysamuel Messick, and Douglas N. Jackson, "The Measurement of 
Authoritarian Attitudes,n Educational and ~sychological Measurement 
(Summer, 1958), 18:241-253. 
g/Ibid.' p. 246. 
3/Willard North, and John Smith, "A Comparison of Three Ways of 
Phrasing Likert-Ty:pe Attitude Items," Journal of Experimental 
Education (September, 196o), 29:95-lQO, 
For the most part these are restrictions inherent in the design of the 
stuqy, the availability of subjects, and other limitations upon the 
investigator. 
CHAPTER VI 
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 
The broad purpose of this study has been to measure expressed 
attitudes of groups of hospital personnel tmrard geriatric patients • 
In addition, the stu~ attempted to evaluate other attitudinal and 
demographic correlates among subject groups. The investigation was 
prompted by such questions as: 
1. Do the attitudes of professional and non-professional hospital 
personnel differ quantitatively, with respect to geriatric 
patients? 
2. Do hospital personnel attitudes toward geriatric patients 
differ vrith respect to vrorking, or not working with such 
patients? 
3. How are the attitudes of hospital personnel toward geriatric 
patients related to their attitudes toward social minorities, 
other social out":"groups, and toward disabled persons in 
general? 
4. Is there an association between such variables as the age and 
sex of hospital personnel, and acceptance of the geriatric 
patient?. 
Many other questions have suggested themselves as worthy of investi-
gation. Their potentially fruitful considerations have not been 
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empirically bandled, but will be mentioned as avenues for future 
· research. 
Sunnnary 
A review of relevant literature revealed a lack of empirical 
studies involving the measurement of attitudes of hospital personnel 
toward geriatric patients. As a significant by-product of this study, 
a 43-item, Likert-type scale 1~s devised for estimating the attitudes 
of hospital personnel toward geriatric patients. The items were selected 
from a pool of 187 statements purporting to indicate either acceptance 
or rejection of the geriatric patient. Validation procedures included 
item-analysis and rigorous professional judging techniques. Reliability, 
using test-retest methods with a one-month invervening period, was 
established on a sample of 44 senior physical therapy students. A 
cross validation study of the items was carried out with 60 engineering 
and business students attending evening graduate school. Test-retest 
reliability for the m~dically-oriented group was 0.81; that for the 
evening graduate school group was 0.83. These correlations were sig-
nificant and essentially of the same magnitude. Selected items from 
the California F, AM, and P-scales, together with items from the ATDP 
scale, provided three other attitude measures of prejudice, anti-
minority group, and acceptance of disabled persons. 
The 480 subjects selected fqr this study were fram Eastern 
Massachusetts and grouped in the follmring manner: 
1. A stratified random sampling of professional personnel in 
three, primarily geriatric, hospitals, one each under federal, 
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other public-supported, and private administrati9n; ! = 120 
2. A stratified random sampling of non-professional personnel in 
the same three geriatric hospitals; ! = 120 
3. A stratified random sampling of professional personnel in 
three, primarily non-geriatric, hospitals; one each under 
federal, other public-supported, and private administration; 
N = 120 
4. A stratified random sampling of' non-professional personnel in 
the same three, non-geriatric hospitals; ! = l20. 
Each subject responded to a co~osite 97-item scale. Items in this 
scale 1-rere randomly intermixed, and included 43 geriatric attitude items; 
18 items to measure attitudes towrd disabled persons in general; 21 
items to measure general prejudice; and 15 items to measure anti-minority 
attitudes. Subjects indicated the extent of' their agreement b,y encir-
cling a value f'rom one to f'our listed aside each statement in the 
composite scale. Four scores were obtained; one each f'or the geriatric, 
minority, general disabled, and prejudicial subscales~ Age and sex 
data were affixed to each scale booklet b,y respondents, following oral 
directions given by the test administrator. Essentia]..ly tests were 
self-administering. All necessary directions were contained on the 
instruction sheet of the test. For statistical treatment, resulting 
scores were transferred to'the electronic data processing system at 
the Boston University Research and Statistics Unit. 
The findings of the study were reported in terms of: (1) the 
significance of differences for each major group on the f.our attitude· 
measures; (2) the relationship between measured geriatric attitudes 
and every other attitude category for each group in the study; and 
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(3) the influence of the sex and age of the subjects on their expressed 
attitudes toward geriatric patients. Basic findings of this study 
were variously significant, as ~ollows: 
1. Significant differences, between personnel groups for geriatric 
and non-geriatric hospitals, were found on the geriatric at-
titude subscale, the minority attitude subscale, the prejudi-
cial attitude subscale, and on the subscale of attitudes 
toward disabled people in general. 
2. Significant variances, evidence~ as interactions between 
personnel groups in geriatric and non-geriatric hospitals, 
were found vrith respect t:o kind of hospital administration, 
for measures of geriatric, prejudicial, and minorit,r atti-
tudes. With the same main effect a~d the same relevant inter-
action significant on all tbree measures, a pmrerful treat-
ment effect must be assumed. 
3. The order of acceptance of the geriatric patient, going from 
highest to lowest, is from federal, to other public-supported 
to private hospital gro~s. 
4. No association bet1-reen the age and sex of subjects and attitudes 
toward geriatric patients materialized for the sample popula-
tion as a whole. 
5. Significant average correlations in the anticipated direction 
were found between geriatric attitudes and attitudes toward 
minorities, out-groups, and disabled persons in general. 
Thirty-one of thirty-six subgroup correlations were sig-
nificant and in the anticipated direction. 
6. liomogenei ty of variances was found between professional 
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and non-professional groups, 'With respect to attitudes toward 
geriatric patients; social minorities, and disabled persons in 
general. Differences were significant, but no relevant inter-
actions were manifested. 
Summary.-- In general, professional personnel working in geriatric 
hospitals tend to hold more acceptant attitudes toward geriatric patients 
than either non-professional personnel in geriatric or non-geriatric 
hospitals, or professionals in non-geriatric hospitals. Attitudes tovard 
geriatric patients show no significant relationship to the age or sex 
of the hospital personnel in this study. The expressed attitudes of 
hospital personnel toward geriatric patients show significant relation-
ships to their expressed attitudes toward minorit,y groups, other 
socially devalued groups, and disabled persons in general. These 
relationships are demonstrated ow average corre~tions in such manner 
that low (acceptant) scores on the prejudicial and minorit,y scales 
correlate with high (acceptant) scores on the scales measuring attitudes 
tovrard geriatric patients and the generally disabled in society. These 
correlations are high and consistent for the total sample population 
of this stuey. 
Conclusions 
The findings in this stud;v led to certain conclusions regarding 
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the hypotheses and the measurement of various verbalized attitudes among 
groups of hospital personnel. Four of the six hypotheses were supported. 
Significant dif~erences were found in attitudes tovmrd geriatric patients 
be~reen professional and ancillary personnel in geriatric and non-
geriaBric hospitals. These geriatric attitudes bore significant relation-
ships to respondents' attitudes toward minority, socially devalued, and 
other disabled groups :in society. The fifth and six:th hypotheses were 
not supported; as no association was demonstrated between the age and 
sex of the total sample of respondents, and their expressed acceptance 
of geriatric patients. Hovrever, it must be noted, no attempt is :rm.de 
to demonstrate a causal relationship with respect to this lack of 
association. 
The primary conclusions deriving from examination of the data of 
this stucy seem to be the follotving. A rating scale can be devised, 
using simple weighting methods, ~vhich will measure the characteristics 
of attitudes tmvard geriatric patients, among groups of professi·onal 
and non-professional hospital personnel. 
Significant differences in attitudes toward geriatric patients are 
directly a result of whether personnel in hospitals are in professional 
or non-professional occupations. 
Significant differences in attitudes toward geriatric patients are 
found between personnel vrorking in geriatric and non-geriatric hospitals. 
These fluctuations are all centered within non-geriatric hospita:ls, and 
seem to result from the influence introduced by administrative factors 
associatedwith these hospitals. 
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There are significant correlations in the anticipated directions, 
between geriatric attitudes, anti-minority attitudes, attitudes toward 
socia~ devalued groups, and attitudes toward generally disabled 
peoi>le, as they are measured in this study among groups of hospital 
personnel. 
Recommendations 
The time and application required to effect this research }>rompt 
the investigator to offer same resulting recommendations. 
A fruitful future research "1-TOuld involve the investigation of 
attitudes of members of individual medical professions toward geriatric 
patients. 
Another matter of heuristic import would be a more extensive stu~ 
of the variables which might influence verbalized attitude responses 
among professional hospital personnel. 
A comparative stu~ should be carried out to assess differences in 
effective measurement of geriatric attitudes be~veen the S-G-A Scale 
and other available instruments. 
An effort should be made to increase the reliability and validity 
of the s-G-A Scale, while decreasing the number of items. Such a 
shortened scale could become an acceptable emplqyee screening device 
for geriatric hospitals and services therein. 
Further investigation of the attitudes toward ger-iatric patients 
among hospital personnel groups should focus on the tnfluence of such 
factors as the length of work experience, socio-economic status, and 
familial make-up of the subjects. 
1.06 
Evaluations of personnel working in patient-care areas in hospitals 
and nursing homes, in terms of their verbal. acceptance of geriatric 
patients, might be readily accomplished by the application of the S-G-A 
Scale together with behavioral ratings furnished by immediate supervisors 
of such personnel.. 
The results of such evaluations might suggest the innovation, 
implementation, or changing of certain administrative procedures perti-
nent to assignments of treatment personnel in hospitals, nursing and 
convalescent homes, and other institutions having to do with the care 
and treatment of older disabled persons. 
Another fruitful area for extending the evaluative results of 
applications of the S-G-A Scale would seem to be in the area of de-
veloping programs concerned with 11sensitivity training" of personnel 
involved in the care of geriatric patients. 
The S-G-A Scale might also be adapted as an instTUment for measuring 
verbal-level outcomes of training and educational programs in gerontology 
and rehabilitation of the aged. Programs oriented toward professional 
persons as well as those directed toward non-professional individuals 
could derive benefit from evaluations of attitude measures at the verbal 
leveL 
APPENDIQES 
APPENDIX A 
DEFINITIONS OF ACCEPTANT AND NON-ACCEP.fANT 
ATTITUDE DIMENSIONS 
Acceptance.-- Acceptance is the demonstration of positive therapeutic 
behavior tmvard the geriatric ];latient. The acceptant staff' person 
recognizes and respects the individuality and needs of the geriatric 
patient. This is manifested when the staff person demonstrates approval 
and reassurance of the present abilities and functioning of the geriatric 
patient. Understanding of the patient's behauior is non-judgmental, even 
though not in conformity with the standards of' the staff person. The 
geriatric patient is not used to fulfill the staff person's expressive 
needs. The geriatric patient is aided toward independence and self-
sufficiency b,y the acceptant staff person in an atmosphere of hopeful-
ness, confidence, and awareness_of the human dignity of the patient. 
Rejection.-- Rejection is the manifestation of negative non-thera-
peutic behavior toward the geriatric patient. Negative behavior may be 
overt or covert. The rejecting staff person tends to be indifferent, 
or even ignoring of the geriatric patient. The geriatric patient is 
seen as hopeless, or a subject for unrealistic sympathy or maudlin 
concern. Fear, anxiety, condescension, revulsion, over-protection and 
dominance are the common emotional overtones in the behavior of tb.e 
rejecting staff person toward the geriatric patient. 
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.APPENDIX B 
DIRECTIONS TO JUDGES OF STAFF GERIATRIC ATTITUDE ITEMS: 
BEFLECTION OF ATriTUDE 
Please rate these statements in the following way: 
If you think the statement is one that expresses a Therapeutic or 
favorable attitude tmrard geriatric patients, place a check opposite the 
number of the item under the column marked Therapeutic. 
If, hmrever, you thihk that the statement expresses a Non-thera-
~eutic or unfavorable attitude toward geriatric patients, put a check 
opposite the number of the item in the column headed Non-therapeutic. 
If you cannot decide whether the statement expresses either a 
therapeutic or a non-therapeutic attitude toward geriatric patients, 
place a check opposite the item in the column headed Undecided. 
It is essential that you take each statement at its face value, in 
terms of whatever understandings you have of therapeutic (favorable) 
and non-therap·eutic (unfavorable) attitudes tol'Tard geriatri.c patients. 
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APPENDIX C 
DIRECTIONS TO JUDGES AND TRIAL ADMINISTRATION GROUPS 
FOR STAFF GERiaTRIC ITEMS: ITEM RETENTION 
THIS IS NOT A TEST! 
This booklet contains macy statements of opinion which have 
appeared at various times in professional journals, state and federal 
reports, magazines, and newspapers. Will you kindly indicate the degree 
to which you agree or disagree with each statement by circling the 
appropriate term to the RIGHT of each statement. ~ options are 
·provided: 
SA = Strongly Agree 
MA = Mildly Agree 
MD = Mildly Disagree 
SD = Strongly Disagree 
l?LEASE ANSWER A14L STATEMENrS IN THE :OOOKLET. 
It is not necessary to sign your name. Thank you very much for 
your cooperation in this research. 
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JU'PENDIX D 
STAFF GERIATRIC ATTITUDE ITEMS Wrl!H DIRECTION OF SCORmG 
.AND ORDINAL PLACEMENT JN MASTER SCALE 
Value 
of Phi Di- Scale 
Coefficient* rection Number Item Content 
.22 p ,w:.4 Elderly :patients have a right to lmow 
about everything that effects their 
well-being. 
.42 N 6 Most old :patients are hard to :please. 
.40 N 11 Age and disability reduce intelligence, 
.38 N 16 The real good geriatric :patient is rare. 
.21 p 19 There is really no such thing as a 
"geriatric :pat;tent"; all are different 
somehOiv • 
• 48 p . 21 A geriatric patient is just as smart 
as other :people • 
• 25 N 22 Geriatric patients tend to be untrust-
worthy. 
.4o N 24 It is dif£icult to understand older 
patients because they keep so much to 
themselves. 
.22 N 27 You should not expect too much from 
older patients. 
.28 p 28 Old :patients have as many interests as 
young ones. 
.3G N 29 Geriatric :patients take advantage of 
other :people • 
• 38 N 32 Most older patients are dissatisfied 
with themselves. 
*Phi at 0.194 or greater is significant at 0.05 level. 
-111-
112 
Val.ue 
of' Phi Di- Scale 
Coefficient* recti on Number Item Content 
.38 N 33 Aged patients seem miserable. 
.30 N 34 Old patients are frequently untruthful. 
.22 p 36 When left on their own, geriatric patients 
are frequently resourceful • 
• 26 N 37 When you handle a number of' old patients, 
it's almost impossible to make allowances 
for differences between them. 
-33 N 40 Most disabled "Oldsters" have little sense 
of' responsibility. 
.38 N 41 Old patients are prett,y stubborn. 
.42 N 43 Geriatric ;patients are usuall.y' lacking in 
poise and grooming. 
.25 N 44 Geriatric patients are real~ set in their 
ways. 
.30 N 45 Geriatric patients are likely to get angry 
if you mention their being elder~ • 
• 40 N 52 Old patients expect everyone to pamper them. 
-35 N 53 Elderly patients usuall.y' will not think 
for themselves. 
.30 N 54 The staff' person has to show elder~ 
patients who is boss. 
-39 p 55 Most elderly patients are really responsible 
people. 
.23 N 56 Geriatric patients are usual~ dissatisfied 
with just about everything • 
• 42 N 59 The appearance of' aged patients bothers me. 
.29 N 63 On the whole, geriatric patients seem to 
be less intelligent than healthy oldpeople. 
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Value 
of Phi Di- Scale 
Coefficient* recti on Number Item Content 
.22 N 64 The geriatric patient·,is disagreeable 
most of the time. 
.32 N 65 Old patients are usually incapable of 
making significant decisions for themselves. 
-30 N 70 Most geriatric patients are just naturally 
stubborn • 
• 25 71 Elderly patients today do not take much 
pride in themselves • 
• 43 N 73 Older patients do not have as much 
initiative as other patients. 
-35 N 74 Geriatric patients lack imagination. 
.28 N 76 Aged patients are like children. · 
-35 N 78 Geriatric patients usually' lack humor. 
.23 N 82 Nobody really likes to work with the older 
disabled patient. 
.22 N 87 It sometimes does an elderly patient good 
to be criticized in front of other patients. 
.20 N 89 If geriatric patients had paid attention 
to good health habits in their youth, they 
probably wouldn •t be in hospitals and 
nursing hanes today • 
. 28 p 90 Old patients can do a great deal on their 
own. 
-30 N 92 Most old patients don't appreciate what 
is being done for them. 
-34 N 93 Aged patients cause a great deal of 
disruption. 
.50 N 96 Most geriatric patients expect to be 
taken care of by others. 
APPENDIX Ef 
COMPOSITE SCALE: FINAL FORM WITH SUBSCALES INDICATED 
AND DrSTRUCTIONS. TO SUBJECTS 
This booklet contains many statements of' opinion which bave appeared at 
:.v.arious times in :professioml journals, state and federal reports, 
magazines, and newspapers. Will you kindly indicate the degree to which 
you agree or disagree with each statement by circling the appropriate 
term to the~ of each statement. ~options are :provided: 
SA= StronglyAgree 
M1t = Mildly Agree 
MD = Mildly Disagree 
SD = Strongly Disagree 
PLEASE ANSWER ALL STATEMENTS JN THE BOO:K!.JET. 
It is not ne~~ssary to sign your name. Thank you very much for your 
cooperation • .!/ 
Sub-
Scale 2/ Item 
ATDP 1. You should not expect too much from disabled people. 
F 2. Most of our social problems would be solved if we could 
somehow get rid of' immoral, crooked, and feeble-minded 
people. · '··' 
AM 3. The worst danger to real .Aniericanism during the ~st 50 
years has come from foreign ideas and agitation. 
- S-G-A 4. Elderly patients have a right to know about everything 
that effects their well-being. 
ATSP 5. Disabled people tend to keep to themselves much of the 
time. 
1/Aside each statement on the composite scale, the letters SA, MA, MD, 
and SD appeared. The subject encircled one of these to indicate his 
response. 
gjs~G-A: Staff' Geriatric Attitudes Scale 
ATDP Attitude toward Disabled Persons Scale 
F F-Scale 
AM : Anti-Minority Scale 
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Sub-
Scale 
S-G-A 
ATDP 
ATDP 
ATDP 
S-G-A 
ATBP 
AM 
F 
AM 
S-G-A 
F 
ATDP 
S-G-A 
F 
S-G-A 
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Item 
6. Most old patients are hard to please. 
7· Disabled people are as happy as non-disabled ones. 
8. It is almost impossible for a disabled person to lead a 
normal life. 
9. Physically disabled persons are just as intelligent as 
non-disabled persons. 
10. Certain religious seats whose beliefs do not permit them 
to salute the flag should be forced to conform to such a 
patriotic action, or else be abolished. 
11. Age and disability reduce intelligence. 
12. Most disabled people worry a great deal. 
13. Beatniks demonstrate that inferior groups, when they are 
given too much freedom, just misuse their privileges and 
create disturbances. 
14. No sane, normal, decent person could ever' think of' hurting 
a close friend or relative. 
15. Any group or social movement' wl}ich contains many foreigners 
should be watched with suspicion, and, whenever possible, 
be investigated b,y the F.B.I. 
16. The real good geriatric patient is rare. 
17. When a person has a problem or worry, it is best for him 
not to think about it, but to keep busy with more cheerful 
things. 
18. Disabled people are often grouchy. 
19. There is really no such thing as a "geriatric patient"; 
all are different somehow. 
20. Obedience and respect for authorit,y are the most i~ortant 
virtues children should learn. 
21. A geriatric patient is just as smart as other people. 
Sub-
Scale 
S-G-A 
F 
S-G-A 
AM 
S-G-A 
S-G-A 
S-G-A 
S-G-A 
S-G-A 
S-G-A 
F 
S-G-A 
S-G-A 
F 
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Item 
22. Geriatric patients tend to be untrustworthy. 
23. There is hardly anything lower than a person who does not 
feel a great love, gratitude, and respect for his parents. 
24. It is difficult to understand older patients because they 
keep so much to themselves. 
25. A large-scale system of sterilization would be one good way 
of breeding. out criminals and other undesirable elements in 
our society and so raise its general standards and living 
conditions. 
26. We are spending too much for the pampering of criminals 
and the insane, and for the education of incapable people. 
27. You should not expect too much from older patients. 
28. Old patients have as many interests as young ones. 
29. Geriatric patients take advantage of other people. 
30. Disabled people are the same as anyone else. 
31. People can be divided into two distinct classes: the weak 
and the strong. 
32. Most older patients are dissatisfied with themselves. 
33. Aged patients seem miserable. 
34. Old patients are frequently untruthful. 
35. Every person should have complete faith in some supernatural 
power whose decisions he obeys without question. 
36. When left on their own, geriatric patients are frequent~ 
resourceful. 
37. When you handle a number of old patients, it's almost 
impossible to make allowances for differences between them. 
38. If people would talk less and work more, everybQ~ would 
be better off. 
Sub-
Scale 
S-G-A 
S-G-A 
F 
S-G-A 
S-G-A 
S-G-A 
AM 
ATDP 
F 
ATDP 
ATDP 
AM 
S-G-A 
S.-G-A 
S-G-A 
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Item 
39. The best guarantee of our national security is for America 
to have the biggest army and navy in the world and the 
secret of the neutron bomb. 
40. Most disabled "oldsters" have little sense of responsibility. 
41. Old patients are pretty stubborn. 
42. Human nature being what it is, there will always be war 
and conflict. 
43. Geriatric patients are usually lacking in: poise and 
grooming. 
44. Geriatric patients are really set in their ways. 
45. Geriatric patients are likely to g;t angry if you mention 
their being elderly. 
46. The most vicious, irresponsible, and racketeering unions 
are, in most cases, those having largely foreigners for 
leaders. 
47. You have to be careful what you say when you are with 
disabled people. 
48. What youth needs most is strict discipline, rugged deter-
mination~ and the will to -work and fight for family. 
49. Disabled people are more easily upset than non-disabled 
people. 
50. Disabled people are usually easier to get along with than 
other people. 
51. America may not be perfect, but the American Way has brought 
us about as close as human beings can get to a perfect 
society. 
52. Old patients expect everyone to pamper them. 
53. Elderly patients usually will not thinkg for themselves. 
54. The staff person has to show elderly patients who is boss. 
Sub-
Scale 
S-G-A 
S-G-A 
ATDP 
ATDP 
S-G-A 
AM 
Item 
55. Most elder~ patients are real~ responsible people. 
56. Geriatric patients are usually dissatisfied with just 
about everything. 
57. It 'YTould be best for disabled persons to live and work 
iu special communities. 
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58. There shouldn't be special schools for disabled persons. 
59. The appe!:!-rance of aged patients bothers me. 
6o. It is only natural and right for each person to think 
that his family is better than any other. 
AM 61. One main difficulty with allowing the entire population 
ATDP 
S-G-A 
S-G-A 
S-G-A 
ATDP 
ATDP 
to participate ful~ in government affaird (voting, jobs, 
etc. ) is that such a large number of our people are 
deficient and incapable. 
62. Parents of disablecl children should be less strict than 
other parents. 
63. On the whole, geriatric patients seem to be less intelligent 
than healthy old people. 
64. The geriatric patient is disagreeable most of the time. 
65. Old patients are usually incapable of making significant 
decisions for themselves. 
66. Disabled people should not be. expected to meet the same 
standards as non-disabled persons. 
67. Most disabled persons feel sorry for themselves. 
AM 68. The many faultt3 and the general inability to get along, 
F 
S-G-A 
of the Puerto Ricans who have recently flooded New York 
and New England prove tbat we ought to send them back 
where they came from as soon as conditions permit. 
69. Nobody ever learned anything really important except 
through suffering. 
70. Most geriatric patients are just natural~ stubborn. 
Sub-
Scale 
F 
S-G-A 
S-G-A 
Item 
71. Elderly :PB.tients today do not take much pride in 
themselves. 
72. An aggressive person, who has bad manners, habits, and 
breeding, can hardly expect to get along with decent 
people. 
73. Older patients do not have as much initiative as other 
patients. 
74. Geriatric patients lack imagination. 
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AM 75. The many political parties tend to confuse national issues, 
S-G-A 
ATDP 
S-G-A 
F 
F 
F 
S-G-A 
AM 
AM 
make elections expensive, and stir up unnecessary trouble. 
It woula, therefore~ ba best if all political parties 
except the two major ones were abolished. 
76. Aged patients are like chi!l:dren. 
77· Disabled persons cannot have a normal social life. 
78. Geriatric patients usually lack humor. 
79. Some people are born with an urge to jump from high places. 
80. It is best to use some pre-war authorities in Germany to 
keep order and prevent chaos. 
81. Science has its place, but there are many important things 
that can never possibly be understood b,y"the human mind. 
82. Nobody really likes to work with the older disabled patient. 
83. Now that the U. N. faces dissolution, America must be sure 
that she loses none of her independence and complete power 
as a sovereign nation. 
84. Beatniks prove that when people of their ty:pe have too 
much freedom, they just take advantage and cause trouble. 
85. Young people scmetimes get rebellious ideas, but as they 
grow up they ought to get over them and settle down. 
A'l'DP 86. Severely di.sabled people are no harder to get along with 
than those with minor disabilities. 
Sub-
Scale 
S-G ... A 
F 
S-G-A 
F 
S-G-A 
s-a-A 
F 
F 
S-G-A 
F 
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Item 
87. It sometimes does an elderly patient good to be criticized 
in front of other patients. 
88. Nowadays, more and more people ara pcying into matters 
that should remain personal and private. 
89. If geriatric patients had paid attention to good health 
habits in their youth, they probab:cy- wouldn't be in 
hospitals and nursing homes today. 
90. Old patients can do a great deal on their own. 
91. The business man and the manufacturer are much more 
important to society than the artist and the professor. 
92. Most old patients don't appreciate what is being done 
for them. 
93. Aged patients cause a great deal of disruption. 
94. An insult to our honor should always be punished. 
95. No wealmess or difficulty can hold us back if we have 
enough will power. 
96. Most geriatric patients expect to be taken care o:f by 
others. 
97. Familiarity breeds contempt. 
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